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Abstract
The goal of this study is to explore specialized and popular cultural models of
trachoma, and the interaction between the trachoma elimination program and its target
audience in one trachoma hyper-endemic intervention community. Eighty four million
people worldwide, mainly children, are infected with active bacterial trachoma. For
some, this will lead to painful and progressive corneal opacity and eventual blindness.
The disease is most commonly spread by person-to-person contact or by flies, and affects
very specific populations living in resource-poor areas such as rural Niger, which has one
of the highest prevalence rates worldwide.
The World Health Organization formed an alliance that is working toward the
goal of eliminating blinding trachoma globally by 2020 through a strategy that includes
behavior change communication, drug distribution, and surgery. The elimination program
has been at work in Niger since the late 1990’s. Trachoma prevalence in Niger showed a
dramatic reduction during the beginning of the elimination program. However, disease
prevalence has again increased and, at the time of this study, was nearing pre-intervention
levels.
While poverty is closely related to trachoma, the processes by which this
economic state becomes translated into health impacts are complex, but rely on behaviors
that are directly linked to disease transmission, prevention, and progression. From a
social science perspective, these health behaviors can be studied by exploring the
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influence of both macro- (economics, structural, political), and micro- (cultural,
cognitive, meaning-related) level factors. Cultural models are useful in examining the
human relationship with infectious disease and how health-related decisions are made.
These shared representations are drawn upon to negotiate well-being and disease, and are
impacted by the introduction of new ideas or experiences.
This study investigates cultural models of illness and the impact of the
trachoma elimination program in one high-prevalence community in rural southern
Niger. Using an ethnographic approach, which includes observation, in-depth interviews,
and household surveys, data were gathered describing popular representations of the
program and the disease in the research community.
The main findings of this study show that the biomedical model of trachoma
supported by the elimination program, amadari, has entered popular knowledge.
However, this cultural model is not regularly applied to eye disease actually experienced
by study households, which is seen to fit in the more general and more natural category
of ciwon ido. Although the new treatments introduced for trachoma have been embraced
by the intervention community, the use of the treatments has been modified to fit within
popular representations of illness.

1

Chapter 1 Introduction: A Disease and a Fight
In the late 1990’s, as a Peace Corps volunteer in Niger, I noticed the
interaction between global health programs and local realities for the first time. The small
rural village where I lived, and where this dissertation research took place a decade later,
was the site for many health intervention activities. About once a week, a white
Landcruiser would be seen in a cloud of dust coming toward the village down the gravel
road. The messages, technologies, and personnel contained in these Landcruisers would
often be different, but the overall message would be the same: here is what you need to
do to be healthy.
From a social science perspective, one can identify many different forces at
play in these interactions: social and economic power, different cultural models of
disease, moral economies, etc. My goal with this dissertation is the same as when I was a
Peace Corps volunteer: to encourage a critical understanding of health, illness, and
public-health interventions. It is my hope that with my presence in Kawari, the
community where this research took place, I supported a dialogue about these issues that
encourages the active analysis and involvement of the public health target intervention
population.
Research Problem Statement
Chronic bacterial infection due to trachoma (Chlamydia trachomatis) is the
leading cause of preventable blindness worldwide, and is responsible for six to eight
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million people currently living with visual impairment, many women, and all living in
resource-poor communities (World Health Organization 2008b; World Health
Organization 2008c). The World Health Organization leads the alliance for the Global
Elimination of Blinding Trachoma by the year 2020 (GET 2020), which works with
organizations in trachoma-endemic countries to reduce the presence of active infection
and prevent the progression from active infection to blindness with the goal of
eliminating blindness due to trachoma by 2020. The strategy being used by GET 2020
relies greatly on medical intervention and behavior change activities.
Almost the entire country of Niger is considered hyper-endemic for trachoma
with 36.4% of children affected by active disease and 1.7% of women showing signs of
trichiasis (the advanced stage of trachoma immediately preceding blindness) (Pnlcc
2010a). Cases of infection are found in household clusters, and a great difference in
prevalence exists within and between communities (Helen Keller International 2008;
West 2008). Trachoma prevalence in Niger was greatly reduced during the period
between 2001 and 2005, most likely due to the mass-distribution of the antibiotic
azithromycin by the elimination program to entire communities at-risk. Despite this
reduction, a more recent prevalence survey in 2009 showed that, in the four years since
azithromycin distribution was discontinued, prevalence again rose, nearing preintervention rates (Pnlcc 2010b).
Although trachoma does not cause mortality, the impacts of the morbidity of
trichiasis are great. Blindness, in addition to taking the affected person out of the
workforce, often also requires the fulltime efforts of a caretaker for the person with
reduced vision. In Africa, this is often a child who is kept from going to school in order to
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accompany a blind relative. The economic effects of this are felt greatly by affected
families, who are then at greater risk of becoming infected with active trachoma due to
poor living conditions related to economic constraints(Wright, et al. 2007).
Despite the direct behavioral and structural factors influencing trachoma infection
which have been indentified by public health research, many scholars highlight the need
for additional research concerning the perceptions, social factors, and cultural models
which influence the spread and progression of the disease (Ajewole, et al. 2001; Dunn
1985; Lynch 2000; Mariotti, et al. 2003; Marx 1988). No research has yet addressed the
interaction between trachoma elimination programs and their target communities. Microlevel infectious disease research used in this project highlights the importance of
exploring cognitive and meaning-related aspects of health behaviors in addition to
situating the issues within larger political, economic, and ecological frameworks (Nichter
2008; Olivier De Sardan 1999b). This approach is complemented by the anthropological
study of development which explores the social actors’ translations and negotiations with
health interventions (Long 2001; Olivier De Sardan 2005).
The findings of this study contribute to the practical and theoretical understanding
of trachoma-related behaviors, and highlight important aspects of community interaction
with the elimination program. Research findings were shared with local leaders and
agencies working in trachoma control, and used to form recommendations for health
education and intervention strategies addressing local perceptions, knowledge, and
concerns. This is one of very few social science studies exploring trachoma, and the first
to explore the interaction between the elimination program and its target population.
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Research Objective and Guiding Questions
The goal of this study is to explore specialized and popular cultural models of
trachoma, and the interaction between the trachoma elimination program and its target
audience in one trachoma hyper-endemic intervention community. The key research
questions addressed are: 1) what are existing cultural models of trachoma, and how do
these influence health-related behaviors? 2) how do members of the target community
negotiate with the new cultural models of eye disease and new technologies introduced
by the trachoma elimination program?
Data were collected over a period of one year in the research community, as well
as in the national and regional capitals where trachoma program planning occurs. The
first phase of this study explored cultural models through open-ended ethnographic
methods, and the second phase used eye exams, structured interviews, and data collection
tools developed based on phase one findings to further investigate the cultural models of
trachoma and trachoma elimination with specialists, adults living in study households,
and health care providers. In addition, photographs were taken of aspects relevant to the
research, often in a collaborative process. All subjects of the photographs presented in
this dissertation gave their verbal consent for these photographs to be taken and shared.
Overview of Trachoma and the Elimination Program
Blinding trachoma is one of the oldest diseases in recorded history, and
humans have negotiated a troublesome relationship with the bacterial infection for
several centuries (Wright, et al. 2008). Although the infectious agent that causes acute
trachoma infection was once present globally, disappearance of its blinding consequences
from economically developed countries has corresponded with improvements in living
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conditions, including access to water, sanitation, education, and healthcare (Dawson and
Schachter 2001; Wright, et al. 2007). In the fifty-six countries where blinding trachoma is
currently endemic, infection usually begins in early childhood and, after repeated
infection - for some - results in scarring that causes the eyelid to contract, and contact to
occur between the eyelashes and eye (trichiasis). Loss of vision from trachoma usually
occurs later in life due to corneal opacity caused by trichiasis (Burton 2007; United
Nations 2006). The disease occurs in two phases: (1) active infection (conjunctivitis); and
(2) the later sequelae of scarring, trichiasis, and corneal opacity/blindness (West 2004).
While active disease equally affects girls and boys, trachoma-related blindness occurs
two to four times more often in women than men (Courtright and West 2004). The
reasons for this are thought to be more social, than biological. Women and girls, as
caretakers of young children are in closer and more frequent contact with the preschool
age children who have the highest prevalence of active infection (Hubley and Gilbert
2006). Lynch (Lynch, et al. 1994) also suggests that, in Islamic countries, the shared use
of kohl eyeliner by women and children may encourage frequent reinfection. While
Courtright and West (Courtright and West 2004) do identify some biological factors that
may influence the progression of trachoma in women, the increased risk of exposure to
infection in women as well as their care seeking behaviors and access to healthcare are
thought to be the primary reasons for this gender disparity.
Trachoma control has been a priority of WHO almost since the agency’s
inception (Mariotti, et al. 2003). Since the 1990s, the SAFE strategy has been promoted
by WHO to address trachoma with the goal of eradicating trachoma-related blindness by
2020: Surgery to correct trichiasis and prevent further corneal damage; Antibiotics to
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treat active infection and eliminate disease reservoir; Facial hygiene promotion,
especially in young children; Environmental sanitation for the control of “eye-seeking”
flies that may carry ocular secretions from eye-to-eye. In Niger, the National Blindness
Prevention Program (Programme National de la Lutte contre le Cécité (PNLCC)) has
established its own goal of blinding trachoma elimination by 2015, and is working in
collaboration with international and local NGOs, donors, government health workers, and
communities to implement the four components of the SAFE strategy.
In 2001, a national prevalence survey identified the Zinder region as the most
endemic region of Niger, and the Matameye district as one of the most affected districts
in the region (Pnlcc 2001b). In the more than ten years that have passed since the survey,
a considerable reduction in active trachoma prevalence in the Matameye district has
occurred and then quickly disappeared. This reduction in prevalence was most likely due
to four annual mass-distributions of the antibiotic azithromycin, the last of which
occurred in 2005. Research on mass drug administration to treat active trachoma and
reduce transmission has shown that, without behavioral or structural change, disease
prevalence will quickly return to pre-intervention levels (Ray, et al. 2007; West 2004;
West, et al. 2007; Wright, et al. 2008).
Cultural Models and Popular Representations of Illness
Cognitive medical anthropology explores how knowledge is used to negotiate
everyday challenges (D'andrade 1995). In the most general sense, this approach tries to
understand why people do what they do (or rather, why they think they do what they do)
(Garro 2004). The study of cognitive models in infectious disease research assumes a
link between perceptions and behavior in the context of social, political, economic, and
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environmental influences. Cultural models are cognitive models which, loosely defined,
are “presupposed, taken-for-granted models of the world that are widely shared” (Quinn
and Holland 1987:4). These models are invoked in decision-making processes, and
shaped by personal experience, knowledge, and external influences.
Olivier de Sardan and Jaffre (2003) describe the relationship between the disease
shown in epidemiological surveys and popular representations of illness as experienced
by individuals as a “black box” that needs to be explored. The study of cognitive models
has been used to explore ethno-medical resources and practices (Dressler, et al. 1997;
Garro 1986), as well as responses to and cognitive ordering of particular illnesses such as
vitamin A deficiency (Blum 1999), tuberculosis (Rubel and Garro 1992) or to phenomena
such as marriage (Quinn 1996). This project focuses on cultural models and
representations of illness that affect behaviors concerning hygiene, sanitation, and
treatment of eye disease; and how these models interact with the national trachoma
elimination program.
The “culture” referred to in cultural models is not a bounded, static culture, but
rather, culture as the process of sharing meanings and alternative viewpoints within a
social group in order to negotiate life together. In trachoma prevention and treatment,
everyday decisions are influenced by cultural models of sanitation, hygiene, and eye
disease as well as by access to health education, clinical services, water, and sanitation.
Cognitive models of health and illness affect health-related behavior, yet their effect in
the face of structural constraints varies according to context, population, and situation. A
cognitive framework is also useful in exploring the interaction between new health
information and existing cultural models of illness. Nowhere are biomedical and popular
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representations of disease the same, but there is an often particularly wide gap in where
new models have been rapidly introduced, such as occurred with colonialist medicine in
West Africa, or with the emergence of infectious diseases such as HIV (Farmer 1994;
Jaffre 1996).
Parker and colleague’s (2007) research in Uganda shows that individuals are
increasingly rejecting the free treatment provided by international non-governmental
organizations to government clinics. The authors identify the rejection of pharmaceuticals
as both a “weapon of the weak” (Scott 1985), and a sign of the lack of fit between local
and biomedical cultural models of illness. Western disease interventions are not the sole
source of new health information that is integrated into existing cultural models.
Manderson and Whiteford highlight the difficulty of fitting global health policies into the
local context, “too often, international health planners design programs based on the
assumption that “all else in equal” and that each recipient nation shares the same “level
playing field”” (Whiteford and Manderson 2000:1). The trachoma elimination program
exemplifies this model, with an elimination strategy designed in Geneva and executed in
many diverse settings where blinding trachoma is endemic.
Individuals living in the Hausa region have a long history of negotiating parallel
and competing medical systems (Wall 1988). Health interventions often do not consider
factors related to pre-existing popular models of illness with which programs interact
(Jaffre 1996). A descriptive qualitative perspective allows for research portraying the
complex and shifting negotiation of cultural models as they interact with new knowledge
and technologies and are drawn upon in daily life to navigate health and illness.
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Research Plan
Research Design and Methodology
This study is designed from a cognitive medical anthropology perspective,
contextualized

by

political-economic

and

ecological

influences.

Open-ended

ethnographic research and semi-structured interviews were conducted with approximately
100 individuals, including: 46 specialists (individuals with specialized experience with or
knowledge of trachoma or trachoma elimination) from the target community, regional
and national capitals, and adult members of fourteen randomly selected households. In
addition, household eye exams were conducted with all members of these households by
a Nigerien ophthalmologist.
Data collection occurred over a period of twelve months, from January to
December 2010. A diversity of perspectives were documented by interviewing all adult
household members in the 14 extended-family households, as well as specialists from
three groups: (1) individuals working in trachoma elimination; (2) individuals providing
health care services (from all systems of health care available in the community), and (3)
individuals (currently or previously) suffering from trichiasis. After identifying salient
cultural models of trachoma through semi-structured interviews, additional interviews
and observation were conducted with household members and specialists. This
combination of open-ended ethnographic methods and structured interviews is used in
order to yield data which may be translated into recommendations for public health
program planners, as well as used to inform anthropological theory (Bhattacharya 1997;
Johnson 2000).
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Field Site
Kawari, located in the Matameye district of the Zinder Region, is a small rural
community comprised mainly of formerly nomadic-pastoralist families that currently
practice subsistence farming. This community was chosen because, in many ways, it
represents a typical rural community in the Zinder region. In addition, as a Peace Corps
volunteer I was posted to Kawari and have maintained relationships that assisted with the
implementation of this research. With a population of about 1,000 inhabitants
(approximately 100 multigenerational and often polygamous households), the community
and surrounding area are politically headed by a Fulani sarki (traditional community
leader) who collects taxes, resolves disputes, and gives permission for government and
NGO health interventions to operate in the area.
There is one biomedical health clinic located in the community, although it is
understaffed (during the time of research, only one nurse was on staff and her frequent
absences from the village meant that the clinic was often closed), and stocks little
medicine for its clients. The village is often selected as a health intervention “target
village”, and has been involved with trachoma elimination activities since at least2000.
The predominantly Hausa and Fulani district of Matameye shares a border with
northern Nigeria, and individuals living in the area have historically received much of
their religious and health-related education from Nigerian sources. From as early as 1349,
prophetic medicine was introduced to “Hausaland” (Abdalla 1992). The Fulani Sokoto
Caliphate on the Nigerian side of the border was very influential in the dissemination of
hadith-based medicine during the 18th century, much of which is still in use today and is
often used in combination with biomedical treatment (Glew 1997; Mack and Boyd 2000).
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As in many countries in sub-Saharan Africa, access to biomedical healthcare in Niger is
very limited. Services from other medical systems, as well as Western medicine sold by
street vendors, are often used as the first choice of treatment, and influence health
decisions (Ashaye, et al. 2006; Courtright 1995; Courtright, et al. 2000; Wall 1988).
Data Collection
Data collection consisted of a variety of activities as described below:
Months One to Five: The study began with a review of documents and interviews
with specialists in the national capital, Niamey; regional capital, Zinder, and district
capital, Matameye city.
Document Review: Documents including trachoma prevalence surveys and
activity reports at the national and regional trachoma program headquarters were
reviewed. These documents included epidemiological exams conducted over the past ten
years throughout the country, lists of volunteers trained in trachoma prevention, villages
targeted by the program, and activities conducted in each of these villages. The review of
these documents allowed for an understanding of the epidemiological situation and
history of trachoma control in the country. In addition, information, education and
communication (IEC) materials (posters, flipcharts, etc.) were collected from agencies
working in trachoma health education. These education materials were reviewed for
content and translation of program messages, and these messages were later discussed
during qualitative interviews.
Interviews with regional and national specialists: Open-ended interviews were
conducted with specialists in Niamey, Zinder, and Matameye. These individuals were
selected through snowball sampling and included national trachoma program staff
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members, as well as health educators and providers of health care services. The purpose
of these interviews was to contextualize health knowledge and trachoma intervention in
Kawari, identify cultural illness models among specialists, and highlight important health
communication networks that exist in the community.
Months Five to Twelve: This phase of research included a household eye exam
conducted by a Nigerien ophthalmologist, individual and group interviews with adult
household members and specialists, and household observation of fourteen households in
Kawari, as well as continued semi-structured interviews with specialists in Matameye and
Zinder. Households were selected randomly after a community mapping exercise was
conducted with community leaders, while purposive sampling was used to identify
specialists in Kawari. Bernard writes that the results of purposive sampling are “samples
(that) are not unbiased but that often do a good job of reflecting the population
parameters of interest” (2002:181).
Household eye exam: All consenting members of randomly selected households
were examined for trachoma by a trained Nigerien ophthalmologist. I was not present
during these exams and was kept blinded to the results until the collection of qualitative
data was complete. The results of these exams showed the prevalence of active trachoma
within the households, and allowed for analysis of factors that may predict trachoma
prevalence.
Interviews with specialists and adult household members: Information related to
illness risk, treatment, and prevention practices, representations of trachoma, and
perceptions of the elimination program was collected through informal and semistructured group and individual interviews with household members and community
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specialists,. Although many of these interviews were semi-structured and addressed
predefined topics, this project was also designed to value data arising from informal
interviews occurring as casual conversations.
Observation: Participant observation is important in qualitative research in order
to contextualize data collected through more structured means, as well as to examine
phenomena that are not talked about, and to observe the difference between reported and
actual behaviors (Agar 1996; Bernard 2002; Pelto and Pelto 1978). During regular
observation periods in each household, notes were taken on behaviors related to water
collection and allocation, facial hygiene of children, sanitation, health education, and
clinical care. In addition, spending time in these households allowed for many informal
conversations and exchanges that were helpful in contextualizing data collected through
more formal methods.
Data Analysis
Bailey writes that data analysis, “actually begins at the moment the researcher
starts to think about conducting a field research project and continues during each stage
of the research process” (2006:125). Field notes were taken during the informal,
ethnographic and structured methods listed previously. In addition, most formal
interviews were audio recorded with participants’ consent. During data collection for this
project, information was continuously analyzed to identify emerging themes. Field notes,
interview notes, and transcribed interviews were imported into HyperRESEARCH and
coded for themes. Nominal and quantitative data gathered through household surveys
were analyzed using SPSS 18.

14
Sharing of Results
During the final month in the field, preliminary study findings were shared with
the research community and several agencies working in trachoma elimination in Niger
(including the PNLCC). During a meeting facilitated by the traditional leader at the
research site, qualitative findings of this research were shared with all interested parties.
A combination of individuals from the randomly selected study households and others
living in the village were present at this meeting. Because the presence of women at this
meeting was limited, I made a special effort to also informally share the research findings
with women in the study households as I visited the village to say my good-byes at the
end of data collection. In addition, a summary of the final results of the research will be
translated into French and distributed to relevant agencies in Niger upon completion of
the dissertation. Findings from this study will also be presented at professional
conferences in the disciplines of public health, anthropology, and African studies.
Articles will also be submitted for publication in journals from these disciplines.
Ethical Considerations
Whiteford and Trotter (2008) highlight the ethical challenges faced by social
science researchers in project design, implementation, and dissemination of findings.
They identify three basic ethical principles for anthropology research and application that
are used to reconcile these struggles and are supported by many international agreements
worldwide: (1) respect for persons, (2) maximizing of good and minimizing of harm, and
(3) insuring basic social justice for participants (2008:46). These ethical principles, as
well as Hausa social norms, and guidelines set by the American Anthropological
Association (1998) and the Society for Applied Anthropology (2008) were considered in
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the design of this project, and will continue to be respected as the results of this research
are shared and applied.
Especially in cross-cultural research, a frequent struggle exists to “reconcile the
principle of cultural relativism with concepts such as human rights” (2008:4). The ethical
code of the American Anthropological Association (1998:1) states that anthropological
researchers, as well as upholding ethical research principles, “should be alert to proper
demands of hospitality, good citizenship and guest status”. In Niger, these demands
include respect for social order and methods of gathering information. Hausa culture has
been described as governed by a strict social hierarchy divided along lines of gender,
access to resources, and relationship to traditional leadership (Coles and Mack 1991;
Glew 1997; Wall 1988). In addition, social norms in Niger support indirect, rather than
personal, questioning and conversation. The data collection tools have been developed
with consideration of the indirect conversation that often occurs in Hausa communities
and focus participants’ attention on external, rather than personal factors influencing
trachoma.
The involvement of traditional leaders and specialists in this study is a
demonstration of respect for persons, the community’s traditional social hierarchy, and
the desire of leaders to retain control over the activities conducted within their
community. In addition, the approval of this project by those in positions of power
minimized the potential risk of negative social consequences for other project
participants. The random sampling of households included community members who are
not usually involved in public discourse, which helped to address social justice for
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marginalized members of the community and emphasize the importance of their
knowledge and experiences.
Before beginning this study, approval was received from the University of South
Florida Institutional Review Board (IRB 108425), the Nigerien Ministry of Higher
Studies and Research, the PNLCC, and local authorities. Verbal informed consent was
sought from all project participants, with the understanding that their voluntary
participation could have ended at anytime without explanation or any negative
consequences. Care has been taken to ensure confidentiality for the participants of this
research by using pseudonyms and removing any personal identifiers from the collected
data. Subjects of all photographs shown in this dissertation have given their approval for
the use of these images, and such photographs are used in a way that respects the
participants’ desires. Any results shared or published using the data collected by this
research will not identify any of the individuals that have taken part in this project. All
names used throughout this dissertation are pseudonyms.
Significance and Application of Research Findings
Findings from this study have theoretical and practical benefits for the fields of
both anthropology and public health. By describing the individual and community factors
that influence the prevention of blinding trachoma and the uptake of trachoma-related
behavior change education, this study provides insight to the negotiation of communities
with disease and disease elimination efforts. This information will be useful in the
development of future trachoma elimination activities for the Zinder region, and the
generalizability of findings to other regions may be explored during future research. In
addition, results of this project contribute to anthropological theoretical understanding of
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cognitive and social processes that affect infectious disease control and reactions to
public health programs.
By using a cognitive medical anthropology perspective to study infectious
disease, this study highlights the importance of thought, meaning, and knowledge in
health-related behaviors and decisions. Although individuals in rural Hausa Niger are
faced with multiple sources of information, and constraints that affect help-seeking and
prevention behaviors, proximate to these behaviors are cultural and individual cognitive
models of cause and effect that are drawn upon when making decisions. Findings of this
study farther anthropological knowledge about these processes and can be used to
provide recommendations to public health program planners, and indicate the need for
dialogue between community members, local specialists, and the trachoma elimination
program.
According to Trotter and Schensul (2000), applied anthropology research
based on cultural models is particularly relevant for developing interventions that
improve the quality of and access to services for certain groups of people. While the
trachoma program has recorded great recent success in the reduction of active trachoma
prevalence in many communities through mass drug administration, the impact of this
activity on thought about the disease and resulting behaviors has not previously been
explored. The results of this study will be useful for the planning of trachoma program
activities that address perceived needs of individuals living in trachoma-endemic
communities, especially for women and children, and emphasize the role of the
community in trachoma control.
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Manderson (1998:1020) identifies two ways that anthropology may contribute
to the study of infectious disease: (1) describing local concerns, knowledge, and
perceptions about disease; and (2) translating this information into appropriate health
interventions. The meanings and expectations of azithromycin distribution at the
community level are important for the PNLCC and other agencies to address in their
health education programs. As the national trachoma program has relied greatly on
antibiotics to reduce trachoma prevalence, it is especially important to consider the
impact that mass drug administration has on trachoma-related behaviors and cultural
models of the disease.
While a long history exists in medical anthropology of identifying cultural
“barriers” that must be addressed in order for public health programs to succeed,
contemporary applied medical anthropology research has begun to focus more on
contributing to health program development (Inhorn and Brown 1997). This study also
addresses the social aspects of trachoma prevention and treatment and identifies
components of the SAFE strategy that could be modified to better fit within the social
context of rural Zinder.
The trachoma program in Niger is characterized by a complexity of funding,
planning, and implementation issues that come from the involvement of many different
government and non-governmental agencies in the program. Many of those involved with
trachoma control have expressed frustration with the loss of interest in trachoma at both
the community and policy levels. One crucial aspect of this study is the emphasis on the
importance of trachoma as a public health issue in Niger, and the relationship between
perceptions related to this importance and individual and collective actions. Because
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trachoma results in disability, rather than death, it may not be the top health concern for
either Nigeriens or public health agencies. However, its causes and solutions are relevant
to cross-cutting health issues, broader issues of education and empowerment, and the
relationships

between

program

planners

and

target

communities.
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Chapter 2: Literature Review: Public Health and Social Science Perspectives
This chapter includes an overview of both public health and social science
perspectives to studying trachoma and trachoma intervention. Beginning with an
epidemiological approach to describing trachoma, the global situation of the disease is
presented. The clustering of trachoma infection at the regional and household level is
important and suggests that infection is strongly influenced by economic and social
factors. Many of the identified public health risk factors for trachoma (lack of facewashing, presence of flies) are related to access to water. In addition, there are important
social factors at work, something that is demonstrated by the large number of women that
go on to develop trachoma-related blindness following infection compared to men,
although the two groups have equal rates of infection as children.
Although blinding trachoma currently only exists in economically
disadvantaged countries, it was once prevalent worldwide, posing a large public health
problem in both North America and Europe. The reason for the disappearance from
trachoma in most developed countries is thought to be related to advances in access to
water and improved hygiene and sanitation for even the most disenfranchised members of
these populations. To address trachoma infection in the fifty-six countries currently
affected by the disease, the World Health Organization has developed the SAFE strategy
that uses surgery, antibiotics, face washing and environmental change to reduce blindness
due to trachoma. However, in places like Niger, this strategy does not seem to be enough.
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A social science perspective to studying infectious disease emphasizes the
importance of understanding why disease touches those whom it does. One way of
studying this is through examining cultural models and illness representations: the ways
that individuals approach and understand the risks, progression, and treatment of illness.
A perspective based on exploring these themes is also useful for exploring the interface
between public health programs and their target audiences. When a public health program
makes contact with its target population, there is a negotiation of understanding that must
occur concerning health and illness. While this is particularly relevant for the trachoma
elimination program, this negotiation also exists elsewhere in health and development
programs, and is useful in understanding the complexity of negotiation involved with
changing behaviors related to disease transmission.
Public Health Perspective
Trachoma Prevalence, Etiology, and Risk Factors
Who is Affected by Trachoma?
An estimated 84 million people worldwide are currently infected with active
trachoma which may, with time, progress to cause corneal damage and subsequent
blindness (World Health Organization 2008b). However, this current dramatic prevalence
of trachoma is not spread widely over the globe; it affects very specific populations in
limited geographic areas. Most communities with active trachoma prevalence above 30%
are in the Sahel region of West Africa and the savannah of East Africa, areas that are also
affected by issues of food insecurity and a lack of access to global and governmental
resources (Polack, et al. 2005). The disease poses a threat to only the most marginalized
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and poorest populations of 56 countries, mainly in Africa and the Middle East, but also in
parts of Latin America, Asia, and Australia (Wright, et al. 2007).
Globally, sub-Saharan Africa has the highest prevalence of both active trachoma
and trachoma-related blindness. Because blinding trachoma is most prevalent in
geographic areas characterized by hot and arid environments, a general perception exists
of the disease as directly linked to dry conditions. However, the relationship between
infection and the natural environment is relatively unimportant. Trachoma was once a
public health problem worldwide, even in the cool and more humid conditions in Western
Europe and the United States. Emerson writes that, “hot and arid may simply be a proxy
for poverty in the modern world” (2000:517). Blinding trachoma-endemic environments
also breed a host of other infectious, vector borne and nutrition-related ailments. The
disease has been described as a classic example of the relationship between poverty and
ill-health (Sutter 1983)
The map of trachoma prevalence (Figure 1) shows that the disease is currently
prevalent in many developing countries. In the more affluent countries where trachoma
exists, only the most marginalized populations are touched by the blinding complications
of the disease. Australia is the only developed country where trachoma still poses a
problem. In this country, the disease is found among aboriginal populations mainly living
in remote coastal communities with inadequate access to water and poor sanitation
(Wright, et al. 2006; Wright, et al. 2007). Like Native American communities in the US
which, as late as the mid-twentieth century had rates of active infection in school children
often above 50%, the population at risk also experiences many other social and economic
disparities.
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Figure 1 Trachoma global prevalence map (Who Alliance for the Global Elimination of Blinding Trachoma by
2020 2010)

Visual impairment from trachoma depends on social and behavioral conditions
that influence disease transmission and encourage progression to blindness. Identifying
the link between trachoma and poverty is insufficient without understanding the
mechanisms by which impoverished and marginalized conditions affect the spread,
control, and course of the disease. In the words of Wright, “people who do not live in
poverty do not get trachoma; however, not all populations living in poverty are afflicted
by trachoma, as poverty itself is not the direct cause of trachoma” (2007:422). While
Niger has high levels of poverty, and many of the known public health risks for the
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disease, not all communities or households are equally affected (Amza, et al. 2007;
Dawson and Schachter 2001; Diallo 2007). The behaviors of individuals that protect from
or encourage the transmission of active trachoma are certainly influenced by structural
and environmental constraints, yet they are also directly influenced by social norms,
perceptions of the disease, and lay health knowledge.
Trachoma Etiology and Progression
The name trachoma comes from the Greek word for “rough”, referring to the
surface of the conjunctiva which becomes inflamed and rough following infection
(Harman 1930). In trachoma endemic communities, infection with Chlamydia
trachomatis usually begins in early childhood, with prevalence of active disease peaking
between two to five years of age (Dawson and Schachter 2001). Infection is shorter in
duration and less severe as children grow older, most likely due to a progressive increase
in immunity (Wright, et al. 2008). For some, repeated untreated infection leads to chronic
scarring and eventually causes blindness, usually much later in adulthood. However, the
factors influencing disease progression are not fully understood, and the medical
understanding of trachoma has changed little in recent years. Galen (129-216 AD), whose
medical knowledge provided a foundation for both Western biomedical and GrecoIslamic medicine, described the progression of trachoma in five phases that are very
similar to the grading stages currently used by the World Health organization (WHO)
(Trompoukis 2007).
Health care professionals (often nurses) trained in WHO grading assess disease by
examining the averted upper eyelid and identifying these five clinical stages: (1)
moderate trachoma inflammation (TF), indicated by inflamed follicles on the tarsal
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conjunctiva (inside of the upper eyelid); (2) severe inflammation (TI) identified by a
diffuse thickening of the tarsal conjunctiva; (3) scarring of the tarsal conjunctiva (TS); (4)
trachomatous trichiasis (TT or trichiasis) indicated by one or more in-turned eyelash
making contact with the eye; and (5) corneal opacity (CO) caused by repeated contact
between malpositioned eyelashes and cornea (Thylefors, et al. 1987). The first two
phases (TF and TI) of the disease are considered active infection, and usually seen in
younger children, while the scarring stages of the disease (TS and TT) and resulting
corneal opacity/blindness are associated with increasing age and being female (Gambhir,
et al. 2007). The photographs in Figure 2 show the stages of trachoma from active
infection to trichiasis.

Figure 2 Stages of trachoma (World Health Organization Prevention of Blindness and Deafness No date)

Although boys and girls are affected equally by the active stages of trachoma
infection, far more women than men throughout the world suffer the blinding
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consequences of advanced trichiasis. The reasons for this are identified as the increased
proximity of women to small children who are often a source of active infection, as well
as reduced access to an use of curative eye care services compared to men (Courtright
and West 2004) (Courtright and Bassett 2003). [See page 27 for a full discussion]
Dawson writes that trichiasis (TT) and corneal opacity (CO) are “the outcome of
earlier severe- or moderate-intensity inflammatory disease. These blinding sequelae are
generally observed in adults but may occur in childhood as a result of severe
inflammatory disease” (2001:261). Trachoma is a chronic conjunctivitis that occurs
throughout the lives of those affected, exhibiting different signs and symptoms as the
disease progresses, and not becoming extremely bothersome or painful until the later
stages (Courtright and West 2004). Clinical signs of active trachoma lag behind the
appearance and disappearance of the infectious agent, which makes treatment of the
disease complicated on a case-by-case basis (Dolin, et al. 1998). Although a single round
of infection is unlikely to cause lasting damage, and blindness only develops in a small
number of individuals with active infection, many of those with trichiasis will eventually
become blind (Bailey and Lietman 2001). It is estimated that one-third of those affected
by trichiasis will begin to show signs of corneal opacity within one year (Wright, et al.
2008).
Trachoma Risk Factors
Miller and colleagues write that “it is humbling…although trachoma has been
known to cause blindness for over 3500 years, we are still not certain how it is
transmitted from eye to eye” (2004:750). In 1931, MacCallen proposed four routes of
trachoma transmission: (1) direct spread from eye-to-eye while playing or sharing a bed,
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(2) conveyance on fingers, (3) indirect spread by fomites (towels, bedding,
handkerchiefs), and (4) transmission by “eye seeking” flies. Public health knowledge
about factors affecting the spread of trachoma has not changed greatly since that time,
although now there is more evidence showing the presence of Chlamydia on flies which
have landed on faces, reinforcing the association between the presence of flies and
infection (Amza, et al. 2012; Miller, et al. 2004).
Blinding trachoma is considered a “family disease”, and clustering of cases has
been found to occur on community, neighborhood, household, and even bedroom levels
(Burton 2007; Hagi, et al. 2010; Wright, et al. 2008). This clustering was found to persist
in central Tanzania even when accounting for factors related to access to water, religion,
and facial hygiene practices (West, et al. 1991). While the presence of an infant in the
household has been found not to increase the risk of new infection, infection with
trachoma has been consistently found to center on preschool age children (Harding-Esch,
et al. 2010; West, et al. 2011b).
In countries where the regular use and sharing of eyeliner is practiced, this can be
a key source of disease transmission. In many Muslim countries, such as Niger, the use of
kohl eyeliner has great importance because it is seen as sunnah, an act done by the
prophet (Ullah, et al.). Kohl is seen to protect the eyes from UV rays, infection, and bad
energy(Al-Ashban, et al. 2004; Ullah, et al.). In addition, for women, it is an essential
part of beauty. Mack (Mack) mentions how, in the 1980’s, even as an American woman
living in Niger, she was not considered properly dressed to leave her house without first
lining her eyes with kohl. While the use of kohl in women is a daily practice, for babies
and men, the application of kohl is only for specific medicinal purposes. The risk for
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trachoma transmission comes in when many household members share one container of
kohl.
The socio-cultural aspects of transmission have received little attention in
academic or operational research. More than twenty years have passed since Dunn wrote
(1985:783) “trachoma literature contains considerable anecdotal information and a few
reports relating to human behavioral, cultural, social and economic factors, but systematic
study in this area is needed”, yet few studies during this time have addressed these
factors. Paxton and Abbenyi (2003) state that the identification of the social, cultural, and
behavioral contributions to the spread and progression of trachoma is essential for the
development of public health intervention programs as well as social science theory.
With the exception of recent public health research focusing on perceptions concerning
water allocation and hygiene (Rubinstein, et al. 2006; West, et al. 2011c), no in-depth
research has been conducted on the social and cultural aspects of trachoma since
Aboubacar’s study in Niger 1996 and Lane’s research in Egypt in 1988 (Aboubacar
1996; Lane).
Women and Trachoma
In Africa, the age adjusted odds-ratio for blindness of women compared to men is
1.39 (Abou-Gareeb, et al. 2001). Women are more likely than men to become blind from
a number of different diseases, including cataract, trachoma, glaucoma, etc. globally, in
both industrialized and developing countries. A primary reason for this is the lack of use
of health services by women, and in trachoma, women’s reinfection by the children
whom they care for (Mganga, et al.).
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Of the six to eight million individuals already suffering from trachoma-related
visual impairment, three out of four are women (Abou-Gareeb, et al. 2001; World Health
Organization 2008a; World Health Organization 2008b). Although some studies have
found active trachoma prevalence to be slightly higher in girls than boys (Courtright and
West 2004; West, et al. 1991), there seems to be little difference related to gender in the
distribution of trachoma among children (Amza, et al. 2007). However, more women
than men suffer vision-impairment due to prolonged and repeated infection (Helen Keller
International 2008).
The public health perspective on this gender discrepancy of disease progression is
that it is due to women’s increased exposure as caretakers of young children, who are
likely to harbor active infection (Vlassoff and Manderson 1998; West 2004). Bacteria
which colonize the nasopharynx of children are more commonly found in women than in
men, indicating the importance of contamination of women by children through their
care-taking activities (Cevallos, et al.). This points to the need for the reduction of active
trachoma prevalence in children in order to address trichaisis infection in adults(Ngondi
2008).
Dandona and Dandona (2001) add that the lower social status of women in many
societies also contributes to the progression of disease by limiting access to curative
services and preventive measures. They go on to add that, in addition to the
underutilization of health services, the lower socioeconomic status and lower levels of
education in women are also linked to higher rates of blindness. The implication of
women in trachoma prevention activities is huge. Women manage most household
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decisions related to hygiene and sanitation, and many of the behavior change messages
disseminated by the elimination program assume their involvement.
Water and Facial Hygiene
Increased numbers of flies due to the presence of livestock within households and
a lack of access to water are two commonly cited risk factors for the increased prevalence
of trachoma in endemic regions of affected countries (The Alliance for the Global
Elimination of Blinding Trachoma by the Year 2020 (Get 2020) ; The Carter Center
2007). However, household distance from water source has not been shown to have a
strong association with trachoma prevalence in Niger (Amza, et al. 2007). Although
frequent washing of children’s faces is associated with reduced active disease (West, et
al. 1989; West, et al. 1991), improved access to water has not been found to affect
hygiene behavior nor reduce disease transmission (Mccauley, et al. 1990; Yacoob and
Whiteford 1994).
Perceptions regarding water use and allocation within the household have been
found to be more important than access to water in preventing the spread of active
trachoma (Baggaley, et al. 2006; Emerson, et al. 2000; Mccauley, et al. 1990). Although
West and colleagues (1989) did find an association between household distance to water
source and disease prevalence in their study in Tanzania, the amount of water available
for use in the household showed no correlation with distance. In a similar study in Niger,
access to water was increased and the effect on face washing and trachoma prevalence
measured. Simply increasing access to water did not change behaviors related to face
washing as expected (West, et al. 2010). This suggests that perceptions of how water
should be used in the home, as well as the perceived importance of face washing are

31
more important than absolute access to water in changing practices related to the
prevention of trachoma.
In McCauley and colleague’s (1992) study in Tanzania, mothers were found to
overestimate the amount of water needed to wash a child’s face. When women were
asked how many children’s faces could be washed with one liter of water, they estimated
one child. Subsequently, health educators demonstrated to mothers how 18 to 32 faces
could be washed with the liter, showing how the practice could be maintained with very
little water.
Social norms are also very important in trachoma-related hygiene behavior. In her
ethnographic study of trachoma in Egypt, Lane (1988) found that children’s faces were
kept unwashed to avoid negative health outcomes due to the “evil eye” caused by
jealousy. Having children who look especially clean was perceived as provoking envy in
those who saw these children, therefore bringing on bad luck and possible harm. In order
to avoid this jealously, study participants reported intentionally avoiding frequent
washing of their children, changing the children’s clothes very often, or making them
stand out by looking good. Women in Tanzania involved in a trachoma behavior change
program stated that maintaining a standard of hygiene different from their neighbors
could be seen as acting superior and therefore have a negative social impact (Mccauley,
et al. 1992). These women reported that, unless the change in hygiene behavior was seen
in others first, they themselves were hesitant to engage in this behavior and possibly
experience negative consequences to themselves and their children.
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Disappearance of Blinding Trachoma
Blinding trachoma has received little attention in the past century as it has
“retreated” from North America and Europe (House, et al. 2007; Mariotti, et al. 2003).
However, since the beginning of recorded history, human groups have struggled to
prevent and control the disease. A description of the stages of trachoma and its treatment
appears as early as 3000 BC in the Ebers Papyrus in Egypt (Panagiotakopulu 2004). All
immigrants to the United States during the late nineteenth and early twentieth century
were screened for trachoma and refused entry if infection was found (Cook 2008). Yet,
rates of active trachoma were as high as 50 to 90% in some communities in the U.S.
during the first part of the last century.
Until the 1950’s, public health programs and trachoma hospitals in the “trachoma
belt” in the southern U.S. (mainly Virginia, Kentucky, and Tennessee) were actively
working to treat and prevent infection (Allen and Semba 2002). Like many other
infectious diseases, such as malaria and hookworm, trachoma largely disappeared from
North America and Europe during the second half of the 20th century. It is difficult to
estimate the influence that public health programs had on the elimination of trachoma
from the “developed world”, but these vertical programs were not likely responsible for
the bulk of the disease’s reduction. It is more likely that improvements in sanitation,
hygiene, socio-economic conditions, and primary health care led to the elimination of
trachoma-related blindness from these populations. Most researchers agree that changes
in living conditions are the most effective means of reducing trachoma infection in
endemic areas (West 2004; Wright, et al. 2008), yet a lack of funding and infrastructure
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to create these changes has led to the struggle to develop practical and cost-effective
public health interventions (Dawson and Schachter 2001; Wright, et al. 2008).
Trachoma Control and History of Elimination
Blinding Trachoma Elimination
Wright and colleagues write that, we cannot “with good conscience, sit and wait
for the gradual improvement in socio-economic status in developing countries to emulate
the gradual decline in trachoma that occurred in developed countries” (2007:422). Since
at least the middle of the 20th century, there has been international involvement in
trachoma control. Almost since the agency’s inception, the World Health Organization
has been involved with medical intervention for trachoma elimination (Etya'ale 2008;
Mariotti, et al. 2003). After failed trachoma vaccine trials in the 1960s, the global focus
of trachoma control turned toward hygiene and sanitation for prevention, tetracycline
ointment for treatment, and surgery to reposition eyelashes in individuals with trichiasis
(Emerson, et al. 2006).
The Global Elimination of Blinding Trachoma by the year 2020 (GET 2020) was
formed as an alliance between multiple international NGOs and the World Health
Organization in 1996, at a time when the new drug azithromycin was “showing promise”
in the control of trachoma (World Health Organization 1996). Unlike an eradication
program that seeks to eliminate an infectious agent completely, the trachoma elimination
program strives to stop the blinding complications of trachoma infection. GET 2020,
working in partnership with donors, NGOs, and national governments, is addressing
trachoma in all endemic countries with the goal of eliminating new cases of trachomarelated blindness by 2020.
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The SAFE Strategy
It will be agreed that the principal condition favorable to the spread of trachoma
is squalor, the product of bad social conditions. If we can raise the social status
of a community, the risks of communication of trachoma will be reduced until they
are small- as in England.(Harman 1930:459)
In 1996, the World Health Organization launched the SAFE strategy following an
international meeting held in Geneva and attended by representatives of agencies
involved in trachoma control, as well as Pfizer International, the pharmaceutical company
later responsible for global donations of azithromycin for the treatment of active
trachoma (World Health Organization 2011).The SAFE strategy, which is being
implemented globally to control and prevent trachoma, consists of four components: (S)
surgery to prevent further damage to the cornea by correcting malpositioned eyelashes in
individuals with trichiasis; (A) antibiotics to treat active trachoma and reduce disease
transmission; (F) Promotion of facial hygiene, especially in children; (E) environmental
change, mainly to reduce flies that play a role in the spread of active infection.
The activities implementing the SAFE strategy are usually managed by the
national health ministries in intervention countries, and operate mainly in the biomedical
realm. Trachoma control interventions still do not address social status as called for by
Harman in 1930, most likely because the goals of improving social status and living
conditions remain out of reach for international NGOs and the government agencies of
developing countries. While structural and social change may be the most effective ways
of addressing blinding trachoma, a pragmatic public health approach remains focused on
the four components of the SAFE strategy.
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Surgery
After successful trials in Oman, the bilamellar tarsal rotation procedure is
currently recommended by WHO to reposition eyelashes so that there is no longer
contact with the corneal surface. Although this does not improve already damaged vision,
it relieves pain and prevents further corneal damage. However, recurrence after surgery is
a problem, and happens in up to 60% of all cases three years post-intervention (Wright, et
al. 2008), the reasons for which are not very well understood (West 2005). Because of
the limited number of doctors in most countries where trachoma is endemic, nurses are
routinely trained to perform this operation (The Carter Center 2008). Uptake of surgery
has been low in many places (Bowman, et al. 2000; Rabiu 2001), and women have been
particularly difficult to reach (Lewallen and Courtright 2001). In the Gambia, eye pain
was found to be a stronger predictor of surgical uptake than vision loss (Ajewole, et al.
2001). Surgery is now often conducted in the community rather than at a clinic, which
has been shown to substantially increase local acceptance and reduce indirect costs
(Bowman, et al. 2000).
Antibiotics
After trachoma vaccine trials in the 1960s and 1970s showed vaccines offering, at
best, short-term protection against infection, attention was turned to improving methods
of trachoma treatment (Dawson, et al. 1976). However, achieving sustainable impact with
antibiotics has been difficult, especially in high prevalence areas. Strong evidence exists
for the efficacy of antibiotic distribution, yet “for a trachoma program to ultimately
succeed, long term permanent change in public health ideals and attitudes must prevail,
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associated with improvements in the overall socioeconomic status of a region” (Astle, et
al. 2006:232).
Since the late 1990’s, azithromycin has been distributed as preventative
chemotherapy against blinding trachoma to reduce the burden of disease in the
community and prevent reinfection (Kuper, et al. 2005; Schachter 1988; Schachter, et al.
1999; World Health Organization 2007). Too expensive to realistically purchase and
distribute by NGOs or the PNLCC, this drug is donated by Pfizer in unlimited quantities
for an indefinite period of time. In the period between 1998 and 2011, over 225 million
doses were distributed in 19 countries (Pfizer International 2011). WHO recommends
community treatment with azithromycin for areas with greater than 10% active trachoma
prevalence in children, where all community members over the age of one year are
provided with an annual oral dose of the antibiotic (World Health Organization 2008b).
Prior to the donation of azithromycin, and currently in areas without mass drug
administration programs, tetracycline ointment is provided on a case-to-case basis, as it
has been since the 1950s (Kuper, et al. 2003). Compliance with the ointment, which often
stings, is messy, and requires twice daily application for six weeks, has been low
(Ajewole, et al. 2001; West 1999). Ajewole describes the difficultly of applying the
ointment to children’s eyes with active disease, “these problems start with how to chase
the children around and subsequently hold them down, where to place the cover of the
tube after opening it, and how to apply the ointment effectively” (Ajewole, et al.
2001:178).
Community treatment with azithromycin has been very effective at reducing the
prevalence of active disease (Burton, et al. 2005; Edwards, et al. 2008; Gill, et al. 2008),
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but reemergence of active trachoma often occurs, with prevalence returning to preintervention levels (Gambhir, et al. 2007; West, et al. 2007b). Bailey and Lietman
(2001:235) write, “antibiotics may well reduce the prevalence of trachoma, but unless
mass antibiotic distribution is continued indefinitely, the reintroduction of even a few
chlamydial infections may eventually lead to pretreatment levels of infection”. However,
Ray and colleagues (2007) use mathematical modeling to suggest that, with biannual
treatment in hyper-endemic areas, disease elimination is possible. Recent research
suggests that, in communities with 50% active trachoma prevalence in children, over
seven years of mass drug distribution would be required to reduce the level of infection
below 5% (West, et al. 2011a). Once the level of infection is so low, there are also no
guarantees that it will not rise again, especially if structural and behavioral changes have
not taken place.
Facial Hygiene and Environmental Change
While mass treatment has shown great short-term impact, without the success of
behavioral and structural change promoted by the “F” and “E” components of the SAFE
strategy, alone, drugs are unlikely to provide a sustainable reduction in prevalence
(Emerson, et al. 2000; Pruss 2000). Since the late 1990’s, national trachoma programs
have included facial hygiene and environmental change in their trachoma elimination
activities. Many latrines and new water points have been constructed as a part of these
programs, and trachoma health education campaigns have been implemented through
mass media, and distribution of information, education and communication (IEC)
materials (The Carter Center 2008). Figure 3 shows a poster used in Ghana to illustrate
the aspects of the SAFE strategy promoted by the national trachoma program. Posters
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like these are hung in health facilities and public spaces to reinforce messages
disseminated by the program and encourage uptake of the components of SAFE including
environmental and behavior change.

Figure 3 Poster promoting face washing in Ghana (The Carter
Center 2006)

However, the impact of these environmental changes on behaviors and trachoma
prevalence remains to be seen. Asaolu and Ofoezie write that, while “strong evidence in
the literature shows that while lack of sanitation facility precipitates high environmental
contamination and rapid disease transmission, the reverse is not always true” (2003:285).
Without behavior change, structural changes in sanitation are not likely to be effective.
Dunn (1985) writes that research showing a decline of active trachoma following the
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construction of latrines or water sources would benefit greatly from a description of how
these changes affect behavior and thinking about trachoma. Where structural changes are
created by infectious disease programs, who benefits from these structural changes is also
an important aspect to understanding their impact. Often latrines and access to water
reinforce the socio-economic disparities already existent in communities. In Ghana,
because latrine promotion projects required a financial contribution and social
connection, these projects were found to address the “richest of the poor”, neglecting
many households that were at the epicenter of trachoma infection (Rodgers 2007).
Knowledge about trachoma gained from education campaigns is often superficial
and not directly related to behavior change (Cumberland, et al. 2008; Edwards, et al.
2006; Kuper, et al. 2005). Trachoma behavior change interventions that integrate
ethnomedical perceptions are rare. In one such intervention in Egypt, local knowledge
about trachoma was explored, and this knowledge was built upon through the use of
preexisting community structures to deliver health education messages. These structures
included puppet shows, community health workers, and community social groups.
Messages were disseminated in the form of songs, plays, and discussions. Following the
intervention, facial hygiene improved as well as knowledge about trachoma (Rubinstein,
et al. 2006).
Much of the burden of the “F” and “E” components falls on women, already busy
with other responsibilities (Courtright and Bassett 2003). There is also a large socioeconomic gap between rural community members and public health workers in Niger that
can affect the translation of messages (Henquinet 2007). In 1955, Benjamin Paul wrote
that public health interventions can only succeed if they are deemed acceptable by their
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target population . In addition to surveys of knowledge, attitudes and practices, there is a
need for research exploring local acceptability of the “F” and “E” components of SAFE,
and their communication.
Success of Morocco and The Gambia
Morocco is the only country so far to have declared blinding trachoma eradicated
through the use of the SAFE strategy (Abbenyi 2008). The country was also the first to
distribute oral azithromycin through mass drug administration as the “A” component of
SAFE, and this strategy is believed to be a strong factor in the country’s successful
elimination of new cases of trachoma-related blindness (World Health Organization
2008a). In Morocco, unlike Niger, the government bore the bulk of the cost for this
program, and there was successful collaboration between government sectors (education,
water and sanitation, etc.) (Medlin 2006).
In contrast, a reduction in trachoma prevalence has also been seen in the Gambia
without an elimination program (Dolin, et al. 1997; Harding-Esch, et al. 2008). The
dramatic decline in active trachoma prevalence in the country has been attributed to
improvements in sanitation, water supply, education, and access to health care, as well as
increased public awareness of trachoma (Dolin, et al. 1997). An important difference to
note between Niger and these two “successful” countries is the difference in the
economic situation and health status. The per capita GDP of Niger is one-fifth that of
Morocco, and one-half that of the Gambia. In addition, both countries have dramatically
higher numbers of physicians (51 per 100,000 Morocco, 11 per 100,000 The Gambia)
than Niger (2 per 100,000), and much higher indicators of health and education (United
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Nations Development Program 2008a; United Nations Development Program 2008b;
United Nations Development Program 2008c).
Although the elimination of trachoma in Niger is not impossible, a comparison
with the Gambia and Morocco shows that the public health struggles and economic
struggles in Niger will make this goal difficult to attain. While the application of the
SAFE strategy in Morocco seems to have been effective, this may have just accelerated a
natural progress of disease reduction that was already underway due to improvements in
overall living conditions. The challenge of implementing the strategy in Niger is that,
although the strategy may offer ways of addressing trachoma prevalence, communities in
Niger as well as the trachoma program itself, face many struggles related to trachoma
transmission and prevention.
Anthropological Perspective
Studying Infectious Disease with Social Science
Studying trachoma from a social science perspective requires an examination
of health related behaviors as well as the factors influencing these behaviors. These
influencing factors can largely be divided into two categories: (1) environmental or
external determinants (structural, social, political, economic), and (2) internal
determinants (cultural, cognitive, intellectual). Because each of these categories is vast,
and health behavior is complex, one study cannot sufficiently cover all aspects of the
influencing factors of health behavior. The study presented here has a specific focus on
the internal factors affecting health behaviors and the spread of trachoma, and how these
factors are negotiated in the context of the large trachoma elimination program in Niger.
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The term “tropical disease”, often used to describe trachoma, shifts perceptions
concerning the cause of poor health toward the environment. Nichter writes that "it is
high time that we think of afflictions currently associated with this term as diseases of
poverty, development, and political economy- not climatic happenstance” (2008:151). In
both public health and medical anthropology, the study of “tropical diseases” such as
trachoma, tends to focus on the adaption of health behavior to external factors, rather than
as influenced by cultural representations of well-being and disease (Coreil, et al. 2001).
Trachoma is considered to be essentially a disease of marginalization and poverty, yet
these circumstances alone do not necessarily lead to illness (West, et al. 1989; Wright, et
al. 2007).
While it is only poor communities that are affected by the disease, within these
communities there is clustering of infection within households, and some households that
remain trachoma free (Golovaty, et al. 2009). Wealth of households and the presence of
young children are related to trachoma prevalence, but there is little known about why
some households which have these same associated predicting factors of infection remain
uninfected (Harding-Esch, et al. 2008; Schemann, et al. 2002). Being poor and living
with trachoma risk factors does not automatically cause disease. The human interaction
with the biological agent is the most important link in this process, and the one about
which we know the least.
Even within an ecological social science perspective, there remains an underlying
assumption about the mediating role of cognition in determining cultural responses to
infectious disease agents. In his seminal work on medical ecology, Alland (1970) focuses
on cultural and biological adaptation to environmental factors. This approach has been
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useful in the social science study of infectious disease, especially in resource-poor
settings, where adaptations to limited access to clean water, micronutrients, and sanitation
tools are particularly relevant in exploring the distribution of disease (Abubakar, et al.
2007; Blum 1999; Lane 1988; Whiteford 2009). However, Alland also cautions, “the role
of the environment must not be exaggerated in explanations of cultural development.
Environment is a selecting agent and not an active force itself capable of producing
change” (Alland 1970:34).
Beyond external structures that influence health, are intrapersonal cognitive and
cultural models that directly inform health behaviors and create changes in ecology.
Inhorn and Brown (1990) write that culture manifests disease in two ways: (1) by
changing ecology to increase/decrease risk; and (2) by providing a theoretical system to
understand and manipulate through medicine. When faced with challenges related to
illness, humans react largely by a shift of individual and shared ideas that lead to cultural
and behavioral changes. The environments studied by medical anthropologists include
both the natural world and human-created environments, such as the micro-environment
of the household (Berman, et al. 1994; Coreil, et al. 1997). However, even for medical
ecologists like Alland, thought about disease is very important in creating adaptation
mechanisms.
The political-ecological approach advocated by Leatherman “connects issues of
power and inequality (from political-economy) with human-environment interactions”
(2005:47). While political-economic considerations are admittedly very important in the
study of infectious disease, especially in a postcolonial development-oriented context,
focusing only on these macro-level factors does not adequately account for the role of
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individual thought and agency in determining behaviors that directly prevent or
encourage trachoma infection. An exclusive study of these factors also does not allow for
the development of theories explaining the contrasting levels of infection found in many
economically, environmentally, and socially similar communities. For example, within
the highly endemic Matameye region of Niger, a prevalence study in 2009 showed rates
of trachoma to vary greatly between neighboring villages. Rates of infection ranged from
15% to 76% in children (District Sanitaire De Matameye 2009). The population size,
wealth, access to healthcare and water were similar in many of these communities with
contrasting prevalence. Factors that explain these differences within and between
communities have been explored without revealing a clear cut explanation (Amza, et al.
2012).
Research in sub-Saharan Africa revels that health care institutions further a given
political economy through the ordering of human interaction (Keita 2007; Turshen 1984),
and shows that this has a strong impact on individual and shared cultural perceptions. The
impact of these institutions on cultural health models is also dependent on human
relationships, and issues of power. Escobar (1995:6) describes how Post-World War II
development interventions led to a predominant view in many countries as being
“underdeveloped”, and a new need to focus on “un-underdeveloping” themselves, which
may occur through Western-led health and development programs. The main limitation
of exclusive ecological or political-economy approaches is the importance placed on
external forces over individual agency in the production of health. Politics, environment,
and economics alone do not directly affect the spread of infectious disease. It is human
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reactions to these forces, including the adaptation of cognitive models, which are directly
responsible for the spread of diseases such as blinding trachoma.
Cross-cultural studies of health have been critiqued for their distance from disease
as human experience (Kleinman 1981). Scheper-Hughes and Lock (1986) assert that an
approach based only on macro-structural factors depersonalizes health processes, and
cannot adequately explain individual-level variation. Inhorn and Brown (Inhorn and
Brown 1990) advocate for an ethnography of infectious disease enriched by exploring the
rationale behind human behavior (pharmaceutical practices, meanings and expectations
of disease treatment, explanatory models). Because infectious diseases are so closely
linked with behavioral practices, cognitive models that provide insight into decisionmaking processes are especially important to explore the spread and prevention of disease
Singer identifies the need to “synthesize the macrolevel understandings of the
political economy of health with the microlevel sensitivity and awareness of traditional
medical anthropology” (1986:128). Likewise, Inhorn and Brown (1997) write that
infectious disease must be studied through the use of both macrosociological and
microsociological models. Although the study presented here focuses on individual and
community level cultural models, complementary macro-level approaches are useful in
understanding external forces that influence the creation and use of these models. This
includes an in-depth investigation into the mechanisms “through which large scale social
forces crystallize into the sharp, hard surfaces of individual suffering” (Farmer
2002:425).
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Cultural Models Theory
Cultural models, drawn from cognitive anthropological theory are used to explore
perceptions, knowledge, and decisions making processes influencing health behaviors. In
the most general sense, this approach tries to understand why people do what they do (or
rather, why they think they do what they do) (Garro 2004). As the trachoma elimination
program in Niger works to simultaneously lower rates of active infection through the
mass-administration of antibiotics, and encourage the individual uptake of behaviors that
reduce disease transmission, biomedical cultural models of trachoma that frame the
program interact with those previously existing in target communities. The study
presented here uses cultural models theory to frame local interpretations and meanings
given to annual mass antibiotic administration, and variations in health making decisions
negotiated within the health intervention context.
Like the work of Strauss and Quinn (1997), as well as Garro and Mattingly
(2000a), this project uses a definition of cultural models as “presupposed, taken-forgranted models of the world that are widely shared (although not necessarily to the
exclusion of other, alternative models)” (Quinn and Holland 1987:4), and invoked in
decision making processes. Although many researchers use the terms cultural model and
explanatory model interchangeably (Blum 1999; Mattingly and Lawlor 2000; Ross, et al.
2002), Arthur Kleinman’s (Kleinman 1981) original use of explanatory model signified a
cognitive model of ill-health as it is negotiated on an individual and momentary level.
Kleinman’s explanatory model is concerned with the perceptions of an individual about
five aspects of illness: (1) etiology, (2) time and onset of symptoms, (3) pathophysiology,
(4) course of sickness and sick role, and (5) treatment. Kleinman emphasized the often
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fragmented nature of these models, and pointed out that they need to be described
contextually (for a particular individual at a particular time).
While individual explanatory models may address all or some of the aspects
listed above, clinicians (from Western biomedical or other systems) also encounter
disease and communicate with their clients by engaging models that address the same
five components. It is characteristic of Kleinman’s explanatory models to change
frequently and to be negotiated depending on the situation. Young’s (1981) critique of
explanatory models suggests that they are dependent upon the “Rational Man” theory,
and parallels critiques of the Health Belief Model used in public health. For Young,
explanatory models discard other forms of knowledge (empirical, rationalized,
intersubjective, and social) in favor of theoretical knowledge that, in his opinion,
provides an incomplete picture of the complexities of health and illness. He calls for a
reorientation toward “the social relations which produce the forms and distributions of
sickness in society” (Young 1982:268).
In later work on cognitive illness models, other scholars (Garro 1986; Quinn
1996; Strauss and Quinn 1997), as well as Kleinman and colleagues (2006), focused on
shared explanatory models (cultural models) and the correspondence of individual
explanatory models with relatively stable socially transmitted cultural models. Kleinman
states that effective clinical care depends on a negotiation of these shared models
between clients and health care providers, something that is particularly relevant to health
education and trachoma elimination in Niger. For Kleinman, the study of health must
begin with the examination of cultural representations of well-being and illness before
extending to study the related behaviors. He advocates an interpretive approach,
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emphasizing history, power, and social interactions in shaping thought and decisions
related to illness.
For Kleinman and others, expectations of symptoms and treatment efficacy are
shaped by what Kleinman refers to as the “cultural construction of clinical reality”
(2006:140). The “culture” referred to in cultural models is not a bounded, static culture,
but rather, culture as the process of sharing meanings and alternative viewpoints within a
social group in order to negotiate life together. The relatively stable individual
components of cultural models have been referred to as “schemata”(Casson 1983;
D'andrade 1995; Strauss and Quinn 1997), a term borrowed from Barlett (1995), a
cognitive psychologist who studied meaning, and the social process of remembering.
Schemata are durable concepts, and are ‘taken for granted’ influences on daily behavior
created through individual experience and cultural knowledge (D'andrade 1995). Through
the use of schemata, individuals infer generalization to specific events and construct a
probable impression of the whole.
Cognitive anthropology acknowledges the contribution of both semantic
(knowledge that is independent of personal experience) and episodic memory (lived
experience) in the creation of cultural models (Garro and Mattingly 2000b). Experience is
mediated through the interaction of intrapersonal schemata and meanings, and
extrapersonal structures (social, structural, biological) (Strauss and Quinn 1997). A
knowledge base created from social and experiential input forms a model that guides an
individual’s reaction to stimuli. This does not suggest that these cognitive models can be
used by researchers to predict behavior, but rather highlights the importance of cultural
models in determining expectations and actions.
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Illness Representations
Medical anthropology has long recognized the broad difference between illness
and sickness in the negotiation of ill health (Eisenberg 1977; Helman 1981; Kleinman
1981; Kleinman 1988). Illness is a human experience, lived by those who suffer the
symptoms and navigate healing. Kleinman (1988:3) writes that, "illness refers to how the
sick person and the members of the family or wider social network perceive, live with,
and respond to symptoms and disability.” Disease, however, is what the medical
practitioner creates when he recasts the illness to fit within a medical system. Disease
exits only in the mysterious unseen interior world of the body, identified by specialists
(Cassell 1985). When a patient presents his illness to a medical practitioner, the lived
experience is recast into the medical model (Lupton 2003). Although this is most often
applied to the biomedical model, this difference between illness and disease exists in any
medical system.
In francophone medical anthropology, the use of illness representations
overlaps closely with cultural models. Jaffre and Olivier de Sardan describe the
relationship between disease as identified in epidemiological surveys, and illnesses lived
by individuals as a “black box” that needs to be explored (Jaffre and Olivier De Sardan
2003). While general agreement exists about the difference between disease and illness, it
is too easy to blame this on the discordance between biomedical and popular discourse.
Without exploring the characteristics of schemata of which cultural models of ill health
are composed, it can be tempting to identify “cultural barriers” to public health programs
without providing further detail. While gaps between biomedical and popular
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representations rarely explain illness behaviors, they are important in the creation of the
health landscape from which we draw our approaches to navigating ill health.
Nowhere in the world is there exact correspondence between biomedical and
popular knowledge of illness. However, in the West, popular representations have been
strongly built upon those of biomedicine. Although differences exist between the two, for
the most part, popular representations in Western countries are biomedical
representations reinterpreted (Olivier De Sardan 1998). In most of Africa, the situation is
entirely different; most currently existing representations of illness were produced using
pre-colonial language and knowledge (Olivier De Sardan 1999a). Jaffre writes that the
health situations in Sahelian countries are (Jaffre 1999a:59) “largely characterized by the
confrontation, more or less harmonious, of popular and medical knowledge” (my
translation).
The interaction between new and pre-existing cultural models of health
remains an area that needs additional attention. In the Sahel, there is little known about
disease representations before colonialism, and nothing at all of health and illness before
Islam. However, it is sure that the arrival of the new world inspired by biomedicine led to
the creation of new models, as well as the reorganization of existing models. When
biomedical health interventions enter the African landscape, they are entering an
environment that has already defined and mastered well-being and illness through preexisting models. Despite the differences between the social interpretation of illness and
biomedical diagnoses, health interventions often approach the community without
considering these factors (Jaffre 1996). Health campaigns then have to negotiate the
social and cultural meaning of their work without knowing exactly what these elements
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are (Bazylevych 2011). Health education is an area where this creates the most obvious
source of conflict. Olivier de Sardan and Jaffre write, “The social existence of sickness,
the forms in which it is perceived, named, lived by populations, are considerations which
are absent from health education” (2003:5).
In the study of the cultural models of illness, Olivier de Sardan cautions us not
to fall into the “trap” which awaits anthropologists: that of oversimplifying perceptions
related to illness through our analyses in an effort to fit popular representations into
biomedical categories (Olivier De Sardan 1994) . Instead, we need to describe the
dynamic representations of illness, through organized schemata. It is especially important
to describe how these schemata are born, and how they are drawn upon to negotiate
different phases of the illness (Jaffre and Olivier De Sardan 2003). In the words of Jaffre,
“to speak of THE representation of a sickness is always slightly abusive….it’s like basing
the description of a film on a single still image”(Jaffre 1999a:35).
Similar to cultural models of illness, Olivier de Sardan describes modules of
illness, which are created by the combination of: a single generic name plus stable
representations plus peripheral variants (Olivier De Sardan 1999b). Although, like in
Kleinman’s cultural models, these are based on cognitive order, Olivier de Sardan also
highlights the relationship of illness modules with the non-cognitive world: the practical
world that governs everyday life. He writes that representations of illness in West Africa
are mostly prosaic, (not related to magico-religious causes) and fluid (without being
disorganized). These illnesses entities are built on shared representations and practices,
with socially attested treatments. Jaffre (1999a) describes the different lines that
contribute to the system of the creation of illness representations: 1) functions of the
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body, pain, and sensorial input; 2) illness prevalence, and circumstances regarding new
cases (which leads toward hypotheses concerning new cases); 3) duration and evolution
of the illness; 4) the efficacy of attempted treatments; 5) social commentary and
consequences of illness.
Olivier de Sardan describes popular nosological entities which do not exist in
biomedicine, but which are a central public health problem for those who consider
themselves at risk. He writes, that a popular nosological entity may become “a daily
preoccupation for millions of people in towns or in villages,” and that “it has to be
recognized for what it is- a central problem in public health, at least for ordinary
people”(Olivier De Sardan 1998:213). These entities can be influenced strongly by
disease intervention programs, as Olivier de Sardan found in Niger. Although the popular
entity weyno, which has no biomedical equivalent, is prevalent throughout SonghayZarma Niger, in places where bilharzia is prevalent, a separate disease entity has
developed with a clear etiology and representation fixed by disease intervention
programs.
He states that most illnesses in West Africa are not perceived to be related to
supernatural causes. For the most part, illnesses are referred to as “diseases of God”, and
seen to occur rather randomly, “a sickness caused by destiny, fate, through this or that
identified pathogen, or in the form of this or that category, whether it is congenital, that
is, inherited, or if it is “caught”, contracted by random, like an accident, or if it is diffused
by contagion” (Olivier De Sardan 1999b:25). Many of these illnesses are seen as being
natural and unavoidable occurrences. The names used in illness models may often draw
from the perceived cause of illness, if it is a supernatural cause. However, more
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commonly, illnesses are either named: 1) in an ad hoc fashion, without any equivalent
meaning in the local language; or 2) for the parts of the body affected. An example of the
first type of naming would be with amadari, the name for an illness in Hausa, which
partially overlaps the biomedical disease of active trachoma. An example of the second
category of naming is present in both the later stages of trichiasis (gira, or eyelash), and
the less serious module that also overlaps with active trachoma, ciwon ido (eye sickness).
Dealing with sicknesses without cause influences how individuals negotiate
everyday life and staying well. The act of treating illness draws upon shared cultural
models of illness. Although we need to make a distinction between popular and
specialized representations, “health care providers think and work based on the same
modules as everyone else” (Olivier De Sardan 1999b:35). While each health care
provider draws from shared representations of illness, they each mobilize their own
therapeutic configuration. Because patients do not often present their own diagnosis to
the health care provider, rather describing their set of symptoms instead, it is the health
care provider who ultimately identifies the illness in the treatment realm.
Biomedicine provides a certainty that mitigates the uncertainty of the lived
experience of illness. By describing risk (not only if someone is at risk, but how much
risk), disease progression, and expected outcome, biomedical diagnosis gives an
impression of clarity and control. Lock and Kaufert (1998) write that, because we are
“unwilling to acknowledge that life is ultimately unmanageable, we instead look to
science to eliminate, or at least better control, this uncertainty and ambiguity.” However,
other approaches to navigating the uncertainty of risk result in the development of
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negotiations with illness. This does not discount the very real approach of accepting the
uncertainty that accompanies disease, while at the same time taking action to stay well.
Applying Cultural Models and Illness Representations
Cultural models have been used to explore ethno-medical resources and practices
(Dressler, et al. 1997; Garro 1986), as well as responses to and cognitive ordering of
particular phenomena such as marriage (Quinn 1996) or illnesses such as vitamin A
deficiency (Blum 1999) or tuberculosis (Rubel and Garro 1992). A cultural model
framework is also very useful in exploring the interaction between new health
information and existing cultural models of illness. In his research on the emergence of
cultural models of HIV/AIDS in Haiti, Farmer (1994) explores how “illness stories” were
used to embed the new condition within pre-existing cognitive models. As the disease
progressed in those infected and symptoms developed, these individuals, their caregivers,
and those in the community developed a cultural consensus of the disease through
narrative. Farmer found that personal illness meanings were negotiated within social and
political structures, and a cultural consensus of HIV/AIDS was constructed by those
witnessing the effects of the disease. However, partially because of the amount of time
between infection and the development of symptoms, these narratives did not follow the
biomedical model of the disease.
Like the signs and symptoms of HIV/AIDS, the blinding complications of
trachoma may take years to develop following initial infection. There is little empirical
evidence linking childhood infection with the later blinding stages of trachoma, which
encourages the development of cultural models that do not link the two stages of the
disease(Lane 1988). These shared models of trachoma are confronted by “awareness
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information” from outside agencies that may cause the development of new models or
impact those that currently exist.
The process of how cognitive models are shared within and between social groups
is also of particular interest to medical anthropology. Two distinct perspectives have been
used in this area of study: cultural consensus theory (Romney, et al. 1987), and cultural
models (schema) theory (Strauss and Quinn 1997). Cultural consensus theory is a formal
mathematical model used to analyze the level of agreement in social groups. By
evaluating the responses of individuals against a normative “culturally appropriate”
response, the level of “cultural competence” of an individual is established. Baer and
colleagues (1999) used cultural consensus analysis in their exploration of cultural models
of the common cold within five populations. The results of their research showed a great
deal of consensus both within and between the populations, and noted the discordance of
these models (even within a “mainstream” American population) with the biomedical
model.
Cultural models theory, which was engaged in the research presented here,
approaches cultural models as complex and difficult to quantify. Cultural models
theorists tend to use qualitative methods in their assessment of the sharing of cognitive
models and meanings within and between social groups. Garro critiques this approach for
its lack of “explicit grounds for determining whether something is shared” (2000:287).
However, Strauss and Quinn (1997) state that this descriptive qualitative perspective
allows for researchers to portray the complex and shifting negotiation of cultural models
as they are used in daily life. Mathews (2000) used cultural models theory to study the
social negotiation of cognitive models within cancer support groups. Her research
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described the building of a shared model by a group that began with diverse individual
models of the illness. In order to communicate with other members of the group and
relate personal experiences, individuals used these diverse meanings to socially construct
a cultural model of breast cancer that was meaningful to the group.
Thinking about Trachoma
In trachoma prevention and treatment, everyday decisions that affect the spread
and progression of the infection are influenced by cultural models and representations of
sanitation, hygiene, and eye disease, as well as by structural factors. In their study in
Tanzania, McCauley and colleagues (1992) found that, “the mother's perceptions about
the amount of water and time which was necessary to wash faces, coupled with her
estimation of the usefulness of the practice….led to her disinterest" (Mccauley, et al.
1990:819).
When structural changes, like improved access to water, occur, they do not
necessarily change behaviors. In order for individuals to adopt new behaviors, there must
be perceived practical or cognitive advantages resulting from these behaviors. Although
trichiasis is well known in many places in sub-Saharan Africa, popular knowledge does
not link acute childhood infection with vision loss experienced as an older adult, and the
perceived value of avoiding what is seen as a routine childhood infection is minimal
(Sissoko and Moulin 2006). In Hausa Niger, trichiasis is described by the cultural model
gira, named (“eyelash”, describing the visibility of the symptoms, and describing the part
of the body most affected by the disease). However, the condition is not perceived to be
linked to previous infection with trachoma. It is seen as either: 1) an “illness from God”:
a natural condition that occurs randomly, or 2) something inherited or passed along in a
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family (Jaffre 1999b). Before the launch of the trachoma program’s free trichiasis
surgery, this condition was usually not brought for specialized treatment, but rather, the
offending eyelashes were plucked out by a family member or friend.
While childhood infection with trachoma is also well known, its treatment is often
not a priority, especially in situations where children are threatened with many other,
much more serious (sometimes life threatening) diseases. Perceived causes of trachoma
infection rarely overlap with those identified by biomedicine. Often trachoma is seen as a
normal childhood illness, which accompanies teething and results in combination with
fever and diarrhea (Sissoko and Moulin 2006). In Zinder, trachoma is perceived as
resulting from kaikai (itching), which lies dormant in the blood. This kaikai can be
activated by sharing beauty tools (kohli, eyeliner), or even from looking at someone with
the infection (Jaffre 1999b).
Perceptions concerning the supernatural etiology of illness remain important in
Hausa Niger, despite biomedical interventions that attempt to reorient this knowledge
toward germ theory. In a recent study in Niger conducted by UNICEF, twice as many
women stated that diarrhea was caused by supernatural forces or God than listed
microorganisms as the cause (Keith and Kone 2007). Ashaye and colleagues (2006) state
that, because blindness usually develops slowly, and the etiology is not empirically clear,
the condition is especially conducive to supernatural explanation. When the etiology of
disease is spiritual or natural, both prevention and treatment behaviors reflect this
understanding (Parker, et al. 2007; Renne in press). McElroy and Townsend write that “if
evil eye, or witchcraft, or soul loss is a major component of a culture’s explanatory model
of illness, it is less likely that a person from that culture will believe that one can control
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disease through pragmatic, preventative measures” (1996:101). In addition, if a disease is
a natural part of life: caused by teething or God, there is little that one can do to prevent
infection.
Limitations of Cultural Models
One limitation of a cognitive approach to cross-cultural infectious disease
research is the difficulty proving the researcher’s findings to be correct (Bloch 1997).
Cultural models are dynamic, and also not the sole determining factors for health
behaviors, which are also dependent upon access, economics, and structural elements.
Cognitive medical anthropology has been criticized for addressing “small, and perhaps
trivial, aspect(s) of knowledge” (Bloch 1997:384), which may not have a great impact on
health-behavior. Although cognitive models are not the only factors that influence
practices, they do provide insight to the perceptions and priorities that are crucial to
health-related decisions, as well as the ways in which individuals negotiate the
introduction of new health knowledge, and their study produces valuable information for
the development of health programs.
For some, attention to cultural models also takes away from the importance of the
phenomenological knowledge of illness. Lock writes that anthropologists have “used
phenomenological theory as a starting point to counter what they see as the mistaken
enterprise of interpreting embodied experience in terms of cognitive…. models of
interpretation” (1993:137). The study of cultural models without a consideration of
structural factors has also been cautioned against. While research looking solely at
external factors in the distribution of infectious disease neglects the importance of
thought and meaning in health processes, cognitive research that does not situate cultural
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models within a greater macro-level framework also falls short of providing a holistic
description of the negotiation of health and well-being. This project strives to
contextualize meanings related to trachoma within social and economic conditions in
order to describe the complex negotiations involved with preventing and managing
trachoma in Niger. Ross and colleagues write, “people's decisions about illnesses and
treatment-seeking are certainly influenced by their explanatory models of the ailments,
but are also affected by other factors, including social and economic costs and availability
of relevant services” (2002:184).
Interventions to Improve Health
Studying Development
Anthropology has a long history of studying development, and social science
methods are particularly well suited to exploring the interaction between development
projects and their target populations. Olivier de Sardan (Olivier De Sardan 2005)
identifies three main approaches to development studies: 1) discursive approaches: the
critical study of development through discourse; 2) populist approaches: the study of
development through the perspective of the target community; and 3) the entangled social
logic approach. It is this third approach that Olivier de Sardan encourages, using a
methodology that does not set out to judge who is right and who is wrong in a
development initiative, but rather to describe and explore the complex set of practices at
work (Olivier De Sardan 2005).
The approach promoted by Olivier de Sardan studies to heterogeneity of actors
involved in development, and centers on micro-level interactions contextualized in the
macro-landscape. This ties in well with Escobar’s call for close analysis of how
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development takes place in order to identify areas which need improvement (Escobar
1995). In his recent book Adventures in Aidland (2011), Mosse presents ethnographies of
those involved in what he calls “Aidland”, with a focus on the brokers and translators that
play an important role in development work. His aim is explained well in a previous
article with colleague Lewis,
existing

Our concern becomes……not how actors operate and strategize within
arrangements of development (or between its institutions and society), but how
development projects- always unforeseeable- become real through the work of
generating and translating interests creating context by tying in supporters
and so sustaining interpretations (Lewis and Mosse 2006:13)

Actor-Oriented Approach
Norman Long, from the University of Manchester, proposes an actor-oriented
approach to studying development that emphasizes the important role of human
consciousness and action in behaviors. He calls for “an ethnographic understanding of the
“social life” of development projects- from conceptualization to realization-as well as the
responses and lived experiences of the variously located and affected actors”(Long
2001:14-15). For Long, a macro-level approach cannot fully explain development and
social change, which are a direct result of the strategies and cultural constructions
employed by actors involved in the development environment. He sees the individual as a
social actor, negotiating with the “multiple realities” of development (Bierschenk, et al.
2002; Long 2004).
Although Olivier de Sardan’s work uses an approach which is similar at times
to that of Long’s, Olivier de Sardan criticizes Long for not updating his approach since it
was originally proposed in the 1990s (Olivier De Sardan 2005). The revised actororiented approach to studying development projects is particularly useful in countries like
Niger where development is such a strongly present theme. Rossi (Rossi 2006) uses this
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approach in her study of a foreign-aid funded rural development project in Eastern Niger.
She writes that the relationship between development policy and local interests should be
seen not as a two-sided “interface”, but as a series of shifting positions. Her work focuses
on how development in Niger is consumed and transformed by the multiple actors
involved, and shows that there are multiple epistemological and social positions occupied
by donors and recipients (Rossi 2006).
This project engages a perspective that is influenced by those of both Long and
Olivier de Sardan. By examining the perspective and actions of different actors involved
with trachoma elimination, the ethnography describes the process of negotiations
between those working with the program and the program’s target audience. The actors
involved with trachoma elimination have diverse relationships with the cultural models of
the program and those found in the community. In the implementation of this program,
actors draw upon these models as well as upon larger social, political, and economic
forces.
Health and Development
Infectious diseases account for most of the burden of ill health in developing
countries. The public nature of many of these diseases is highlighted by their influence on
the public economy and development (Bell and Fink 2005). While there is a definite
reciprocal relationship between poverty and ill health, this relationship is not as simple as
it may first appear. The processes by which economics is translated into health (and vice
versa) are complex and multi-faceted (Diallo 2003). Neglected tropical diseases (NTDs),
such as trachoma, are generally considered as being a result of, as well as promoting
poverty, however, we do not yet understand everything about this relationship (Hotez and
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Ferris 2006). While trachoma only occurs in situations of extreme poverty, not everyone
living in poverty is affected, and eliminating the disease does not seem to have a direct
economic effect.
Hotez and Ferris (2006) identify immunizations and mass drug distribution to
address neglected tropical diseases as “anti-poverty” initiatives, and state that “it is
anticipated that the benefits of mass drug administration and de-worming will also
translate to sustainable poverty reduction” (Hotez and Ferris 2006:5789). However, there
is little evidence that this prediction is true. Although there is evidence of the reduction of
NTDs in environments of improved economics, the reverse has not been directly studied.
A 2008 study by Williamson looks at five main health indicators and their relationship
with foreign aid, and finds no relationship between the two. In situations where foreign
aid was increased, health indicators did not respond as expected, leading Williamson to
the conclusion that “foreign aid is ineffective at increasing overall health and is an
unsuccessful human development tool”(2008:188)
Behavior Change
International health leaders in the 1970’s had high expectations when planning
health interventions aimed at achieving good health for all by the year 2000. Based on the
successes experienced during the earlier part of the 20th century (the eradication of small
pox, new treatments for common diseases, immunizations that greatly reduced the
morbidity of certain diseases, etc.), great achievements were expected during the years
leading up to 2000. However, death and disease from preventable causes remain high
globally, even today. The ecological determinants of health behavior have been identified
as interacting on the micro- to macro- levels. These factors are: individual, interpersonal,
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institutional, community, and public policy (Murphy and Bureau 2005). This study is
particularly focused on both individual and interpersonal factors, and the relationship
between the two. However, these factors are situated within the broader context, with the
study exploring all five levels of ecological determinants. By providing a detailed
description of the micro-levels influencing health behaviors, the ethnography highlights
the complexity of forces that influence behaviors related to health and illness.
Jaffre and colleagues write of eye health care programs in West Africa as
operating in two main ways: 1) by giving information to the public to promote behavior
change; and 2) by improving clinical services related to eye health (Jaffre, et al. 1993).
While effective health communication about behavior change requires a study of the
ecological factors affecting behaviors, many of these interventions do not devote
sufficient time into creating programs that address these determinants. Likin (2009)
criticizes many health interventions working in developing countries for their continued
embrace of approaches used in colonial military tropical medicine at the beginning of the
20th century to fight diseases such as trachoma in French colonies.
Health education relies on an exchange in which ideas from one framework are
forced to fit into another. Jaffre (2006) highlights the need to understand how people
view illness before trying to understand (or change) behaviors. In West Africa, education
for development often begins with sensitization (sensibilisation in French), which has
been defined as “making project beneficiaries willing to accept change and encouraging
them to express their problems in conformity with prevailing development discourses”
(Rossi 2006:27). In the health context, sensitization strives to make an illness exist as an
objective medical pathology (Jaffre 1990a). Health education messages often require
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translation, but this translation is more than simply linguistic. What may exist as one
entity in the language of origin may not have a one-to-one correspondence in the target
language. Health education first needs to make these cultural models exist before trying
to change related treatment or prevention behaviors (Jaffre 2006).
The representations of identity implicated in these exchanges are far from
neutral. Medical professionals often act as brokers for health education programs. Jaffre
writes that the work of health care professionals in West Africa is unique in that they are
trained in one language (usually French), but yet almost exclusively work in other
languages spoken by their patient population (Jaffre, et al. 1993). He adds that “the
exchange of health information always implies a translation between the technical
medical vocabulary used by the doctor, and all of the lay representations of the illness
that the patient draws upon in seeking care.” (my translation) (Jaffre 2006:13). In the
trachoma program in Niger, biomedical models of disease are translated linguistically and
culturally in order to influence change at the community and individual level. The actors
who are involved with the program are often themselves also negotiating these shifting
cultural and linguistic positions. This negotiation is part of what makes the study of
health interventions in places like Niger such a rich opportunity for social science study.
Cognition and Health
Most public health programs focusing on infectious disease are based on
addressing socio-cognitive variables. Both behavior change and health education
programs target socio-cognitive factors, which, unlike socio-demographic variables, are
seen as malleable and easily changed by external forces. Armitage and Conner (2000)
divide the theoretical frameworks used in public health to study socio-cognitive factors
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into three main types: motivational (intention predicts behavior –for example,, health
belief model, theory of planned behavior), behavioral enaction (how intention predicts
behavior: for example, goal theory), and multi-stage (how behavior is changed and
maintained: for example, transtheoretical model of change). The goal of these models is
to describe the factors that predict, change, and maintain health-related behavior. Good
(1994) states that the failure of these models, in particular of the health belief model, to
explain health behavior can be attributed to a “narrow conception of culture and human
action” (1994:41). He writes that “the model of the rational, autonomous careseeker….organizing treatment choices to maximize perceived benefits to the sufferer is
hardly a value free model” (1994:43), and suggests a socially- and meaning-centered
approach to the study of behavior.
The health belief model which provides a theoretical framework for many
health education programs, relies on the assumption that individuals are “rationally” (in a
biomedical sense) motivated toward good health (Abraham, et al. 2000; Good 1994).
According to Good, many of the critiques of Kleinman’s early work come from the
confounding of explanatory models with motivational health behavior models. A key
difference between the two is that the meaning-centered cognitive tradition of Kleinman
makes the claim that “disease is not an entity but rather an explanatory model. Disease
belongs to culture, in particular to the specialized culture of medicine” (1981:53).
Interaction of Cultural Models
Kleinman (1988:3) defines illness as “how the sick person and the members of
the family or wider social network perceive, live with, and respond to symptoms and
disability". However, illness becomes disease when it is recast within a medical system
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in terms of theories of disorder. Behavior change programs, such as those that form the
prevention base of WHO’s SAFE strategy, address disease rather than illness, and
attempt to create culture change through the re-ordering of human interaction and
perception in order to achieve health-related goals (Paul 1955; Paul 1977).
The Western biomedical model tends to assume that disease is a universal
biological entity, and that illness meaning exists only if there is a correspondence with
biological diagnoses (Good 1994). Western disease interventions are not the only source
of new information for integration into existing models. Individuals living in the Hausa
region have a long history of negotiating parallel and competing medical systems (Wall
1988). Cultural models of illness in the area have, since recorded history, been
transnational, flowing between and beyond borders, traditional kingdoms or ethnicities
and linked to struggles for power.
The forced cross-cultural introduction of new elements into existing models by
health programs is explored in an early book edited by Benjamin Paul (1955). Paul and
others writing in the years immediately following the end of World War II, during the
scale-up of Western-led international health work, explore public reactions to health
campaigns addressing health priorities such as cholera and family planning. While this
book adopts the rather ethnocentric position of how to overcome “cultural difficulties” in
order to successfully implement these programs, it also highlights the complexity of the
interaction of disparate cultural health models.
Parker and colleague’s (2007) recent research in Uganda uncovered many of
the same conflicts as Paul in the implementation of a mass-drug distribution program to
treat schistosomiasis and soil-transmitted helminthes. Their research showed that
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individuals were increasingly rejecting the free treatment provided by international nongovernmental organizations to government clinics. Parker and colleagues write that the
“distribution of drugs is never politically neutral” (2007:178), and identify the rejection
of pharmaceuticals as both a “weapon of the weak” (Scott 1985), and a sign of the lack of
fit between local and biomedical cultural models of illness.
In her ethnography on trachoma in Egypt, Lane (1988) found discordance
between cultural and biomedical models of disease progression, with local perceptions
categorizing active trachoma and trichiasis as two discrete, and unrelated conditions.
These cultural models of trachoma were found to contribute to the common meaning of
childhood infection as a normal part of childhood (Lane 1988; Millar and Lane 1988).
Previous research has not addressed the perceived connection between active trachoma
infection in childhood and adult blindness in Niger.
Marx (1989) states that perceptions concerning the relationship between
childhood infection and adult-onset trachoma-related blindness are of crucial importance
when studying cognitive models of the disease, and developing trachoma control
programs. Nichter (2008) describes a public health intervention that struggled with the
representation of earlier and later stages of disease in Nigeria. The Nigerian
onchocerciasis program focused on delivering community health education about the
latter stages of infection (blindness) rather than the earlier stages of the disease (skin
ailments). Not only did this representation of infection not address local cultural models
of the disease, it also misrepresented the biomedical model of onchocerciasis by ignoring
the symptoms that occur immediately following infection in favor of the more severe
symptoms that were seen as the “real disease”.
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In the biomedical realm, infectious disease is a biological phenomenon,
existing apart from the “mindful body” (Scheper-Hughes and Lock 1987). Examining
blinding trachoma with a meaning-centered approach assumes that health and illness are
experienced on cognitive and visceral, as well as biological, levels. Nosologies of disease
and illness narratives are particularly useful to explore illness meaning and understand
ethno-categories that organize the world (Good 1994; Hahn 1995). Young writes, “while
serious sickness is an event that challenges meaning in this world, medical beliefs and
practices organize the event into an episode that gives it form and meaning”. The social
and intrapersonal meanings of illness are essential to the decision-making processes that
affect disease outcome and incidence (1976:19).
In her study of the concepts of diarrheal disease transmission in Cote d’Ivoire
and Brazil, Capara (1998) found that public health interventions had difficulty creating
behavior change by changing household or community structures. She states that it is
often futile to attempt to prevent fecal-oral contamination by structural change, such as
the construction of latrines, when the concept of fecal-oral transmission does not exist in
the community. Caprara advocates an ethnographically oriented approach to program
development that begins with the study of local interpretations of disease and contagion.
She poses the question, “How can one expect to change a population’s behavior
regarding prevention or hygiene when one is dealing with the coexistence of different
thinking patterns?” (Caprara 1998:999)
Masquelier (2001) writes that, due to the inability of clinics to save many
lives, local conceptions of the clinic in rural Niger are of “places of death” rather than
“places of healing”. Due to government policies to avoid corruption, clinics are
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intentionally not staffed by clinicians from local areas, which increases the divide
between clinics and local populations. In the Northern areas of the country it is
commonly perceived that immunization and other services are used as a way to bring
local populations together “with strings attached”: to listen to political speeches or collect
tax and census information (Rasmussen 1994). In Hausa areas of northern Nigeria, local
resistance has been found to childhood vaccinations, leading to a resurgence of polio
cases (Renne in press).
Interactions between health care workers and their patients rely on the
interplay between biomedical and social codes. Jaffre (1990b) found that health care
providers felt required to break certain social codes in order to provide biomedical
services, while outside of the clinic environment they may maintain these codes at the
expense of their biomedical training. In their study focusing on midwives in Niger, Jaffre
and Prual found that “in order to deal with technical constraints, they have to reject many
social rules (e.g. age classes, taboos concerning sexuality), that they must nonetheless
apply outside health services” (Jaffre and Prual 1994:1072).
The actors involved with the implementation of the trachoma program in Niger
often straddle two positions, shifting between the cultural framework drawn upon to
negotiate the lived experience of illness, and that used by the elimination program to
frame trachoma. This project explores the process of sharing cognitive models of disease
within the community and through elimination program activities. The implementation of
these activities, especially the delivery of health education messages, requires a
translation and a negotiation that leads to the creation of new cultural models different
from those previously existing in the community or in the elimination program.
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While trachoma only affects the poor, not all families living in poverty
experience infection. This project engages an actor-oriented approach to studying cultural
models of illness in order to describe the shared perceptions of trachoma and behaviors
related to its prevention and transmission. In this study that focuses largely on these
micro-level influences, an effort is also made to contextualize these within the broader
socio-economic and political context. Many countries, unable to take on the task of
creating improvements in living conditions that would presumably lead to a reduction in
infection, have engaged the SAFE strategy as a means of addressing blindness due to
trachoma. By exploring ethnographically the perceptions and knowledge that influence
these behaviors, this project identifies some of the complex influences on the distribution
of infection, and how these are changed and repositioned by the interaction with the
elimination program.
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Chapter 3: Setting
Overview and History of Niger and the Zinder Region
The main geographical focus of this study is on Kawari, a small village within
the Matameye district of the region of Zinder in the South Eastern part of Niger. The
Zinder Region has a population of approximately 2.5 million inhabitants, and is divided
into six administrative districts. The Matameye district lies at the South end of the region,
along the border with Nigeria [See Figure 4]. Matameye, a rural district of approximately
350,000 inhabitants, is served by 11 government health clinics (centre de santes integrees
(CSIs)), many smaller cas de santé (health huts), and one hospital located in the district
capital, Matameye city (Matameye 2010a; Matameye 2010b). In addition to government
health care services, there are also many NGOs providing health care in the area, as well
as private providers of biomedicine and of other medical systems.
Charlick writes, “the dominant discourse for development in Niger has been
the ‘modernization’ of the Hausa society, associated with ‘Westernization’” (Charlick
2004:103). The Western biomedical influence on cultural models of health in Niger is
connected to the ideology of ‘development’, as well as historical political influences on
knowledge and practices. In her dissertation focusing on the gap between traditional and
formal educational systems, Alio (2000) states that, since their arrival in the country,
Westerners have ignored the existence of traditional education in Niger. Current
biomedical interventions also tend to ignore health-related practices and ways of thinking
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about illness that have been disseminated by various groups in the area since pre-colonial
times. A historical perspective highlights the influence of cross-cultural contact and
political power on contemporary life and health-maintenance in the Zinder region.

Figure 4 Map of Niger (Agency nd)

To reach the national capital, Niamey, from the Zinder region takes over ten
hours traveling by road. In contrast, the trip from the regional capital, Zinder city, to
Kano, the second largest city in Nigeria, can be completed in two to three hours (Maps of
the World 2009). From Kawari, the trip to the Nigerian border can be made in less than
an hour. Individuals who live in the Zinder region often cross the border to shop and
conduct business, and a great deal of information is exchanged between individuals living
in the two countries. Communities in both northern Nigeria and southern Niger share a
common language, culture, and pre-colonial history. The geographical limits of
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traditional empires were fluid and dynamic prior to the European partition of Hausaland.
The original border agreed upon between the French and British in 1890 was much
further north than the existing line, placing much of the contemporary Zinder region as
British (Nigerian) territory.
During the French-Anglo treaties of 1904 to 1906, the French agreed to revoke
their fishing rights in Newfoundland in return for a greater share of the Hausa region, and
established the current border that exists between Niger and Nigeria. Miles writes, “It is
interesting to speculate what Niger….would be like today had Britain not preferred the
fish of Newfoundland to the sands of the Sahel” (Miles 1994). An additional
consideration in the colonial division of Hausaland was the existence of the pre-colonial
states of Damagaram (which included the region of Zinder), and the Sokoto Caliphate
(headquartered in northern Nigeria).
Both the French and the British aimed to establish power through the use of
pre-colonial structures existing in these states. During colonial times, local officials and
administrators had frequent cross-border contact, but in contemporary Hausaland,
international collaboration between officials or their organizations, including public
health programs, is rare. While traditional leaders and inhabitants continue to draw from
their cross-border ties, this practice is virtually non-existent between governmental or
non-governmental health and development organizations, including the blinding
trachoma elimination programs that operate in both countries (Miles 1994).
Few sources of Hausa history exist from before the Sokoto Jihad that occurred
in 1804 and greatly affected Northern Nigeria and Southern Niger (Fuglestad 1973).
According to oral tradition, the Hausa, as a group, developed in the area around the 10th
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century from a fusion of ethnic communities driven from the Sahara desert in the north
by the Tuareg, from the east by the Kanem (later known as the Bornu) Empires, and from
the West by the Songhay-Zarma (Grégoire 1992; Zamponi 1994). The Islamic conversion
of the region occurred in the 15th century, as Islam was brought down through the
Sahara, and well as through the Bornu Empire (Abdalla 1992; Fuglestad 1973). Books in
Arabic arriving in the region at this time disseminated medical as well as religious
practices, and a local tradition of Arabic literature and education began to occur (Abdalla
1992; Mack and Boyd 2000).
Although, in the beginning, Islam spread quickly throughout Hausaland,
Islamic practices began to wane by the 18th century (Fuglestad 1978). The jihad declared
by the Fulani Sokoto Caliphate, the largest and most populous state in West Africa at the
time, fought to counter this decline, and pushed forth Qadriyya Sufism, while forbidding
pre-Islamic religious and medical practices (Charlick 2004; Mack and Boyd 2000;
Zamponi 1994). Many books were written by members of the caliphate, including several
on health, and one specifically on practices related to eye-health. These medical books
were based largely on Greco-Islamic knowledge and prophetic (hadith-based) medicine
(Abdalla 1992). The jihad also introduced new social norms for women, including the
practice of wife seclusion (Coles and Mack 1991). As a result of the jihad, many Hausa
communities embracing pre-Islamic practices fled the area to the North, to what is
present day Niger. The period following the jihad was marked by warfare between Hausa
kings and the Sokoto Caliphate, as the kings tried to regain their empires in southern
Hausaland (Mack and Boyd 2000).
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From 1812, the kingdom of Damagaram began to flourish, operated from the
city of Zinder. The state included many communities that had fled the jihad, as well as
those leaving the waning Bornu empire (Glew 1997). During the reign of Sultan Tanimou
in Damagaram, from 1854 to1884, the kingdom built a large military force and had great
economic success as a result of its position on the trans-Saharan trade route between
Tripoli, Libya and Kano, Nigeria. The success of the kingdom came to an end with the
arrival of the French in 1898, and the 1911 construction of a railway in Kano that
replaced the need for the trans-Saharan transportation of cargo (Baier 1975; Salifou
1993).
Niger was one of the last countries to be occupied by the French, as European
missions made their way East from the coast in search of additional economic
opportunity after the official abolition of the slave trade (Stoller 1995). Their missions
met fierce resistance in Damagaram (Zinder), and, after a short and violent period, the
French forcefully established occupation of the area in 1899 (Salifou 1993). Damagaram
lost its political independence and autonomy in the span of five years, as French legal
code made the people of Damagaram “subjects” of France (not citizens) in 1926. While
Damagaram continued to resist French occupation, the Eastern Songhay-Zarma portion
of the country was conquered “with ease”, perhaps because the area’s residents saw the
French as offering protection from threatening neighboring kingdoms (Higgott and
Fuglestad 1975; Stoller 1995).
In 1922, the colony of Niger was established, and in 1926 the capital was
moved West from Zinder to Niamey (Zamponi 1994). The French administration led to a
redistribution of power in Niger, and during the colonial period most government
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workers, including teachers and biomedical clinicians were from Europe or coastal West
African countries (Dunbar 1991; Higgott and Fuglestad 1975). In his film Les Maîtres
Fous (1954), Jean Rouch filmed the hauka movement that spread from Hausa Niger to
Ghana, which consisted of ritual spirit possession by colonial European spirits. The
collective memory of colonialism was acted out within these ceremonies, including the
collision of Hausa pre-Islamic bori healing ritual with the harsh direct rule policies of the
French (Stoller 1995).
From the time that political parties were permitted in Niger in 1946, politics
were dominated by the Zarma ethnic group (Fuglestad 1973). Zarma Hamani Diori
defeated anti-French Hausa candidate Djibo Bakary as prime minister, and became
president of the country upon its independence from France in 1960. Until the coup d’état
in 1974 that overthrew Diori, the French maintained a strong presence in Nigerien
government (Higgott and Fuglestad 1975). The 1970’s brought the country increased
wealth from uranium mined in the North, yet droughts and food shortages began to occur
frequently with devastating consequences. After the price of uranium dropped, the
country began to increasingly rely on international aid. A grant from France enabled the
bankrupt Nigerien government to pay its civil servants in 1993, and international sources
continue to support a large part of government funding today (Zamponi 1994).
Political instability in the 1990’s pinnacled with the ousting of President
Mahamane Ousmane in 1996 and the assassination of President Ibrahim Mainassara in
1999. Many bilateral international donor organizations, including USAID, withdrew
funding from the country during this time, and while these international donors currently
fund regional projects in Niger, at the time of this dissertation research, many had no in-
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country missions. The food crisis of 2005 brought the chronic food insecurity in Niger to
the attention of international health programs, which began emergency relief programs
intended to provide short term support, but which continue to be extended in light of
continued hardship (Reza, et al. 2008). President Mamadou Tandja was scheduled to
finish his second term as president in 2009, but created a highly contested-mandate that
would allow him to stay for a third term. On February 18, 2010, a coup d’état removed
President Tandja from office after which he was replaced by a military government until
democratic elections were held in 2011.
From 2009 to 2012, several kidnappings occurred in the country, for which
AQIM (Al-Qaeda Organization in the Islamic Maghreb) took responsibility. These
kidnappings and attempted kidnappings were mainly aimed at Europeans and North
Americans or at those working for European or North American agencies. Following the
kidnapping and death of two young French men from a bar in Niamey at the beginning of
2011, the US Peace Corps closed their almost fifty-year old program in the country
indefinitely. The expatriate presence in Zinder has been greatly reduced in light of these
insecurities that have also diminished the presence of international health intervention in
the Matameye district. However, the Zinder region has remained calm during both the
AQIM activity and the 2010 coup d’état. The region is under the jurisdiction of the
national government, as well as of traditional leaders headed by the Sultan of
Damagaram, the 22nd in the line of traditional Hausa Sultans of the region. After being
dethroned and sent to prison ten years earlier for “immoral behavior” and a plot to
overthrow the central government, the Sultan was reinstated to rule the Zinder region in
2011.
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Health and Wellbeing in Niger
Niger is consistently ranked at the bottom of the United Nations’ Human
development index (HDI), which ranks countries according to three dimensions, “a long
and healthy life, access to knowledge, and a decent standard of living” (Niger 2011:1).
The most recent report showed Niger at 187th place of 187 countries In addition, the
country has a rapidly growing population, and is consistently at the lead globally for its
fertility rate (seven children per woman, (International 2006)).
With recent occurrences of increased security problems: kidnappings of
foreigners by groups claiming links to al Qaeda, growing food insecurity problems, and
the political instability shown in 2010 with the coup d’état of the president Tanja
Mamadou, it is doubtful that the indicators measured as HDI will be making any great
improvements anytime soon. Within Niger, the Zinder region ranks as one of the three
lowest on the HDI, making it one of the lowest ranking regions in the lowest ranking
country in the world (Niger 2011:1). .
The link between poverty and health is easily visible in Niger. The health and
standard of living for those living near the capital is drastically better than for those who
live further away. The region of Zinder, almost 900 km away from Niamey consistently
shows one of the most troubling health situations in the country. While the rate of underfive mortality is high throughout the country (218/1000), it is alarming in the Zinder
region (269/1000) (Institut National De La Statistique (Ins) Et Macro International Inc.
2007). In addition, the region has the second highest rate of malnutrition in the country
with 53% of children 12 to 23 months underweight, and one of the lowest rates of
vaccination with only 17% of children zero to two years of age having received a full
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course of recommended vaccines (compared with almost 30% in the country overall)
(Institut National De La Statistique (Ins) Et Macro International Inc. 2007).
Most people (80%) (Niger 2009) in Niger live in rural areas, and 81% do not
have access to a latrine or toilet facility. With the growing population and decreasing
arable land due to desertification, these areas are quickly becoming overpopulated and
crowded, but yet the structural changes have adapted to this population growth. While
this may have not have created health problems in the past, with the fast population
growth, the need to focus on sanitation systems is evident and increasing.
Access to water is also another challenge in this very dry country. Seventy six
percent of households in the country rely on well water as their household water source,
while still others do not have access to wells and rely on surface water. A significant
amount of time is spent securing water for household use each day. The median amount
of time from a household to the water source is 15 minutes one way, which does not
include the time spent at the water source waiting in line, filling containers with water,
and the multiple trips to transport these containers back to the household (Institut
National De La Statistique (Ins) Et Macro International Inc. 2007:, ).
The issue of water insecurity is very important in many places in sub-Saharan
Africa. Both water quality and absolute access are related to the presence of infectious
disease (Manderson and Huang 2005; Nichter 2008; Whiteford and Whiteford 2005).
While trachoma is not a waterborne disease, it has been described as a “water washed”
disease, meaning that its presence has a strong negative relationship with water
(Mccauley, et al. 1990; Whiteford 2004). Frequent facewashing is thought to have the
potential to prevent active trachoma transmission completely. Most of the population in
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Niger faces challenges with water access, even those living in urban areas. Public water
cuts are frequent, and in the Zinder region, for those with piped water access in the
household, days often go by where there is no city water available, and alternative
sources must be found (from wells or pumps).
Biomedical Health Services
Government spending on health care is much lower in Niger than in other West
African countries. Only 2.7% of the gross domestic product is spent on healthcare, much
less than the 4% or above found in neighboring countries (Benin, Burkina Faso, Mali)
(Sante 2005). The total expenditure on public healthcare systems in the country averages
an annual $17 (8,965 CFA) per person, half of the $35-$50 recommended by the World
Health Organization in order to provide basic, life-saving, services (Generale 2011;
Organization 2007).
Although there are many health challenges experienced by those living in
Niger, biomedical services are not always drawn upon to address these challenges. Only
28% of rural population has a public health facility within 10 kilometers. A study which
identified 7% of children as having had a respiratory infection, and 27% a fever within
the two weeks preceding the survey found that less than half of these were taken into
biomedical health facilities for consultation. These lack of use of facilities also extends to
preventive care and antenatal services (82% of women who had given birth in the past
three years did not deliver in a health facility) (International 2006).
Important contributing factors to this lack of uptake of services include the
lack of access to and limited capacity of the services that exist. In many regions in the
country, including Zinder, there is less than one doctor for every 100,000 inhabitants
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(Generale 2011). Human resources in ophthalmology are even more limited. In a country
with an estimated 13 million inhabitants, there are only 11 ophthalmologists, all but three
based in the capital (Amza 2009a; International Trachoma Initiative 2008). The
government officially recognizes three systems of healthcare operating in the country:
public, private, and traditional. Within public health care services, three levels of health
care facilities exit: 1) national hospitals (of which there are three: Two in Niamey, and
one in Zinder), 2) regional hospitals, and 3) basic health care services (district hospitals,
health clinics and health huts). Although basic health care facilities in Niger have
increased in number in recent years, much of the population still does not have access to
health care. Even where these health care facilities exist, they are often understaffed and
lacking in supplies and medication. In 2005, the average amount spent per person to
access public health services was 1,439CFA (Generale 2011). The policy that launched
free health services for children age zero to five in public facilities from 2006 onward
has put an additional strain on the public health care system.
Non-Government Organizations and Health
As mentioned earlier, Niger is heavily dependent on foreign aid, and despite
the challenges to this aid that have been experienced in recent years, foreign contributions
to the public health care system remain essential. Foreign aid represents 8.3% of Niger’s
GDP, and 40% of the government revenue (Us Department of State Bureau of African
Affairs 2012). Research done by economists Pinto Moreira and Bayraktar (Pinto Moreira
and Bayraktar 2008) shows that a drastic increase in foreign aid would be required in
order to impact the level of poverty in the country, yet they warn that this would impact
local markets and impair internal financial stability, “Policymakers in Niger may face a
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trade-off between seeking to reduce wide spread poverty rapidly through huge inflows of
aid, and coping with their potential short term effects" (Pinto Moreira and Bayraktar
2008:538).
Health interventions in Niger are funded through bilateral and private
international donors. In 2006, government health facilities began offering free services
for children under five years or age, which has put a financial and material strain on the
system. In 2007, 51% of public health systems financing was through international
donors (Generale 2011). During 2011, the US government provided $65 million dollars
of aid to the country, of which half was food aid, and half to support agricultural and
health interventions (Us Department of State Bureau of African Affairs 2012). While
international assistance is important to maintaining a functioning health system in the
country, international interventions are also responsible for directly providing health
services and technical support.
In the Zinder region, many international NGO-operated or missionary clinics
exist to directly provide services to patients, especially malnourished children. While
some of these clinics position themselves as temporarily addressing acute problems, most
operate in communities where they have become a primary source of health care services.
Within government public health facilities, assistance and service delivery by
internationally funded personnel have also become integral to the functioning of these
facilities. For example, it is common to find one or two “expert” health providers at many
larger hospitals, whose salaries and training have been paid by international
organizations. In addition, vertical programs supported by international donors, and
usually focused on one disease (such as trachoma, guinea worm, etc.), operate both
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independently-of and within the government public health system. These programs rely
on government health staff to implement their activities (for which they are not paid a
salary, but receive a per diem for each day that they work), yet also have separate offices,
vehicles and agendas led by their international headquarters.
Trachoma and Trachoma Elimination in Niger
Niger, one of only 56 countries where the disease still exists, has some of the
highest rates of active trachoma prevalence among children in the world (International
Trachoma Initiative 2008). Six of the eight regions of the country are affected, with three,
including Zinder, considered as hyperendemic (Amza 2008). In 2001, a national
prevalence survey showed 36.4% of children between the ages of zero and nine with
active trachoma infection, and 1.7% of women over the age of 15 with advanced stages
of the disease immediately preceding a loss of vision (Beido 2010; Pnlcc 2006b). Within
the country, the Zinder Region is consistently the most severely affected, with the two
neighboring regions of Matameye and Magaria along the Nigeria border having rates of
infection that are much higher than anywhere else in the country (Amza 2009b). Kawari,
the village where this study took place is located within the Matameye district and had
one of the highest prevalence rates in the district during the 2001 study, with 76.9% of
children examined showing clinical signs of active infection [see prevalence map, Figure
5]. In addition, 23.4% of adults showed eyelid scarring as a result of prolonged trachoma
infection (Programme National De Lutte Contre La Cecite 2001)
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Figure 5 Prevalence map 2001 with Kawari data added, (Pnlcc 2006b; Programme National De
Lutte Contre La Cecite 2001)

Active trachoma infection in South-Eastern Niger seems to have shown an
increase that was (temporarily) stopped by the scale-up of trachoma elimination
intervention in the early 2000’s. The active prevalence found in the Zinder region in the
late 1960’s was 20%, which increased to 48% in 1989 and again to 62.7% in 2001(Kabo
and Idi 1989; Programme National De Lutte Contre La Cecite 2006). Following intense
trachoma intervention, including the mass distribution of the antibiotic azithromycin in
2001-2005, rates of infection fell dramatically, but when the drug distribution was ended,
they began to quickly rise again to near pre-intervention levels (see section on “The Fall
and Rise of Trachoma in the Matameye District”).
In 1989 the Programme National de la Lutte contre le Cécité (PNLCC) was
created by a group of ophthalmologists working in Niamey, and in 1999 the program to
eliminate against trachoma was begun (Niger 2007). The program first embraced the
WHO goal of eliminating blinding trachoma by 2020, and then added its own even loftier
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goal of elimination by 2015. Although the PNLCC is officially a part of the Ministry of
Health, like most public health activities in Niger, most of its funding comes from
international “partners”. The relationship between these agencies and the PNLCC shows
evidence of a great financial imbalance and sometimes-conflicting goals. While Helen
Keller International and The Carter Center, the PNLCC’s main partners, have been with
the agency since the beginning of the trachoma program, many other partners have come
and gone over the years (Amza 2008; Amza 2009a).
The implementation of the SAFE strategy began in two pilot districts in the
region of Zinder in 2001: Magaria and Matameye (Pnlcc 2006b). As guinea worm
disease, previously a great problem in the region, was eradicated, members of the guinea
worm eradication team at the regional and local levels became involved with the
trachoma program. However, the results of interviews with these individuals as part of
this research [presented in Chapter 5] demonstrated that the successful elements of the
guinea worm program were difficult to transfer to the fight against trachoma.
The trachoma program in Niger is often described in two parts: the S&A
(surgery and antibiotics), and the F&E (face washing and environmental change). The
S&A of the intervention are medicalized, quick, and impactful actions. However, the
F&E are both dependent on the slower and more difficult to sustain processes of health
education and behavior change. There is a general feeling that the F&E is the most
important key to trachoma elimination, yet no one is sure of how to address these
elements. However, S&A, although expensive, produce quick visible results, and have
become the favorites of the program and its funders.
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The image used to represent the PNLCC has changed throughout the years,
first showing a woman washing the face of a small shirtless boy, and then to a drawing of
an eye, with a bottle of Zithromax to the right and a tube of tetracycline on the left [See
Figures 6 and 7]. This strong emphasis on antibiotic treatment of active trachoma
continues through the different levels of the program. The four elements of the SAFE
strategy that are supposed to work together have had difficulty being presented as a
united strategy on both the programmatic and community levels.

Figure 6 PNLCC Trachoma Program logo 1999 (Niger

Figure 7 PNLCC Trachoma Program logo at the time

2005)

of data collection

Mass distribution of azithromycin began in 2001 in six randomly selected pilot
villages in the districts of Magaria and Matameye. After receiving one round of
treatment, the intervention villages had much lower active trachoma prevalence when
compared to six non-intervention villages: 21.7% vs 42.6% (Pnlcc 2006b). Following the
success of the pilot study, the PNLCC determined that the entire Region of Zinder
(population two million) as the target of antibiotic distribution and began mass
distribution of azithromycin in 2002 (Boubacar 2004; Pnlcc 2007). Between the years of
2002 and 2006 over 5.5 million individual treatments were distributed in the region of
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Zinder with every village in the district of Matameye receiving a minimum of three
annual rounds of distribution (Helen Keller International 2008; The Carter Center 2007).
In 2007, the drug distribution component of the SAFE strategy was combined
with the newly launched Neglected Tropical Disease program which aims to reduce the
prevalence of several neglected diseases which are endemic to Niger, including intestinal
worms, and bilharzia, among others. This program uses mass drug distribution as its
main tool, which led it to be combined with the antibiotic component of the SAFE
strategy, however, the NTD program focuses on the less trachoma-endemic Western side
of the country (Amza 2008; Pnlcc 2010a). Due to funding constraints for distribution of
the doses of azithromycin freely donated by Pfizer, as well as a lack of solid integration
with the NTD program, and the slow loss of the in-country presence of an important
funding partner the International Trachoma Initiative, antibiotic distribution after 2007
came to a standstill
Surgery is the other very prominent aspect of the elimination program in Niger.
The number of people with trichiasis operated upon to correct the position of their eyelid
and prevent additional damage to the cornea increased rapidly in the country with the
launch of the trachoma program: from 450 per year in 1999, to 7,500 in 2009 (Beido
2010). Almost all (83 to 90%) patients coming in for surgery have used epilation as a
temporary treatment of trichiasis symptoms, and express their primary reason for
choosing to have surgery as to reduce the pain associated with trichiasis rather than to
avoid blindness (Beido 2010; Rabiu, et al. 2007). In the Zinder region, one
ophthalmologist, five trachoma surgeons, and 62 assistants have been trained in
conducting eyelid surgery for trichiasis (Zinder 2010). The surgeries are conducted for
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free, either at “camps” set up in schools or clinics to reach communities without a
hospital nearby, or at a hospital accompanied by an education/recruitment campaign to
increase uptake of the services. The procedure uses local anesthetic and takes less than
thirty minutes to complete. By cutting a small slit in the upper eyelid which is closed with
sutures, the eyelashes are repositioned away from the eye. The patient leaves surgery
with the operated eye bandaged and returns the next day to have the bandage removed.
After one week the sutures are removed and the eyelid has healed.
Health education for trachoma prevention relies heavily on the theme of
surgery for trichiasis and drugs as prevention of active disease. In addition to the
distribution of drugs, the construction of latrines and improved access to water have also
been a focus of the program. However, while a study of trachoma risk in Niger showed
facial hygiene to be the most important risk factor for trachoma infection, the relationship
between facial hygiene and access to water was demonstrated to be more complicated
than it first appears. In West and colleagues’ study in Niger, although all households were
located within close proximity to a water source, this access to water did not seem to
positively affect the facial hygiene of children. In their recommendations based on study
findings, West and colleagues call for a focus on “a strong health education campaign
promoting clean children” (West, et al. 2007a:13) rather than simply increasing access to
water.
Community volunteers in over 5,000 villages in the regions of Zinder, Maradi,
and Diffa have been trained in education for trachoma elimination (The Carter Center
2007). In addition, marabouts (Islamic religious leaders), teachers, soap makers, and
masons in the Zinder region have also been trained in trachoma prevention strategies. The
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results of the work of these individuals is visible in terms of material produced- for
example the number of latrines that has increased dramatically in many villages in rural
Zinder, as has the number of skits performed about trachoma, but less visibly in terms of
trachoma-prevention behaviors such as latrine use or face washing (Rotondo 2007;
Zinder 2010). While trachoma education is widely seen being disseminated by posters,
radio programs, and t-shirts addressing the disease, the impact of these messages is not
seen on individual or community behaviors.

Figure

8

Trachoma

program

performance

indicators recorded by hand on large pieces of
paper, Zinder

The indicators used in monitoring the trachoma program are mainly process
indicators: number of radio messages disseminated, number of community volunteers
trained, etc. (Center 2009). Over the past ten years of the program, some of these
indicators have become quite large in number, although their relationship to trachoma

90
prevalence is questionable. In a report for the International Trachoma Initiative,
Kumaresan, cites the organizations success in Niger as evidenced by the work that is
being done: many latrines have been built, education sessions conducted, etc. rather than
examining the impact on disease (International Trachoma Initiative 2008; Kumaresan
2004).
While most trachoma researchers agree that the key to trachoma elimination in
a developing country like Niger rests with behavior change, there is little evidence of
behavior change programs working to eliminate trachoma. The greatest sustained impact
on disease prevalence has been from an improvement in overall living conditions, while
impressive short-term impact has also been shown with drug distribution. In a two-year
intervention which tested the impact of health education activities and provision of water
in Niger on trachoma prevalence, West and colleagues found no difference in trachoma
rates between intervention and non-intervention villages (West et al. 2010). Although
they write that it is the allocation of water for face washing which is more important than
the absolute access to water, the researchers do not propose an alternative approach to the
promotion of face washing other than the model currently being used (West, et al. 2010).
What seems to have had the most direct impact on trachoma prevalence in
Niger is the mass distribution of azithromycin, although it is also evident that this
prevalence is difficult to sustain without continued drug distribution. Looking at the
number of individuals treated against the prevalence of active trachoma among children
zero to nine years of age shows a negative relationship between the percent of the
population treated and the percent of children showing clinical signs of infection (Pnlcc
2001a; Pnlcc 2006a; Pnlcc 2010a). Table 1 shows the trachoma prevalence compared

91
with drug distribution in the Matameye district from 2001 to 2009. Rates of infection
were quickly reduced following the beginning of drug distribution, and rose quickly
when this activity was discontinued
Table 1 Trachoma prevalence and treatment by year (Amza 2009b; Helen Keller International 2008; Pnlcc
2006b)

Overview and History of Kawari Village
The village of Kawari is located in the district of Matameye, just off of the
main paved road that leads from Zinder city, through the town of Matamaye and then into
Nigeria. About three kilometers before entering the town of Matameye, just after the
police stop marked by two barrels where traffic is monitored coming in and out of
Nigeria, there is a small group of houses along the road. This is “New Kawari” (Kawari
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Sabwa), where the main primary school is located and where many families from “Old
Kawari” have relocated. The road covered with red laterite pebbles, begins at the paved
road and leads through new Kawari and then through 2.5km of fields that are between the
two Kawaris. When the road enters old Kawari, also referred to as Kawarin Sarki or
Kawarin Fulani, or simply “Kawari” (while new Kawari is invariably called new
Kawari) it dead ends at the sarkis compound, right in the middle of the main village
square.
The population of village of Kawari has been estimated at about 1,000
inhabitants (Matameye 2009), however this estimate also includes the hamlets that exist
around the village: small groups of four or five households, usually either ethnically
Fulani or Tuareg. Ninety five households are located in the central part of Kawari, and
these households, according to those who live in the village, are the “real” residents.
Multiplied by seven residents per household, the population of central Kawari can be
estimated at about 665 people. Before the road enters the village, there is a smaller
laterite road that splits off into the fields to the right and leads to the reason that both
roads exist: the winter gardens. In the spot of a former lake, many gardens have been
built and trucks use this road to come and pick up the cabbage, carrots, and tomatoes that
provide some income for many families in both Kawaris.
Lining the sides of the central square of the village are most of the local
services used by the residents: the over thirty year old well, usually surrounded by
women and the occasional man, who work together to pull up soft rubber containers
heavy with water; the three tables which sell soap and cigarettes and basic food items;
and the mosque which is located next to the sarki’s household. The sarki is usually seated
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on a chair under a woven straw structure in front of his house and accompanied by a
group of his advisors who sit barefoot on a carpet beside him. The health hut and FrancoArab school built in 2005 are further away from the village center, both located in the
fields on the exterior of the village. A Qur’anic school, where a malam (Islamic religious
leader) well known throughout Zinder teaches courses is also located in the village
center.
The village has a strong relationship with the town of Matameye, a relationship
which has grown stronger in the past ten years due to the easy access that many people
have to motorcycles which make the five km trip very fast and easy. Many inhabitants of
the village regularly attend the Friday market in Matameye which has social and material
interest. The Matameye hospital is also an important source of health care for the people
of Kawari, and many people often seek treatment directly from the hospital or are
referred there by the Kawari health clinic.
The old kawari tree for which the village was named, still exists, leaning, and
gnarled next to the mosque. The village was settled by the first Fulani sarki (traditional
leader) in the area, who was given the position by the French while Niger was under
colonial rule. Sarki Shaibou “Kulu” (a nickname meaning Qur’anic school student,
earned when he was a boy), at the time that he was named sarki, was a Fulani living in
the hamlet village of Gorga. When he received his new position, he also decided to
create a new village, bringing with him his family and close friends. “He came here
because he wanted to build a village. There wasn’t anything here. No fields, nothing. But
there was a kawari tree here” explains an eighty year old man whose father moved to the
village with Kulu. After the Fulanis began to create the village, Hausa families from
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nearby Bachenya also came to help build the village. Over the years other ethnicities
have also come to live in Kawari, and the principal language has changed from Fufulde to
Hausa, with only some of the older residents and those who have spent a lot of time in the
Fulani hamlets outside of Kawari speaking Fufulde.
According to oral history, Kulu was the sarki of the village for seven years and
seven months. During his reign he built the mosque and constructed a large household for
himself. At that time all of the buildings were made from straw, including the mosque,
but many of these have now been replaced with mud brick buildings. Following Kulu’s
death in approximately 1943, his son Abdoulaye became sarki and was in power 46 years
(1943-1989). It was under Abdoulaye’s rule that the first school in Kawari was built, near
the entrance of the village, and the village well was constructed next to it to provide
water for the students.
At that time the primary source of water was the lake where the gardens are
now located. It was not until the current well was built as a source of water for students in
the straw-walled primary school that the village had a second point of water. Although
the lake has now dried up, older inhabitants of Kawari remember this as the main source
of water and source of entertainment for the kids who used to swim in this water on hot
days. Before French agriculture projects introduced vegetables such as cabbage and
carrots, the area near the lake was also used to grown manioc and sugar cane. It is
difficult to imagine in this very dry area, but older people tell stories of when monkeys
and hyenas were abundant.
The village remains divided about whether or not the second sarki of Kawari,
Abdoulaye, had any sons. There is one man who still lives in Kawari who claims to be
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his only living son, but many others deny this, saying that Abdoulaye never had any
children, and for this reason was given one of his younger brother’s, Moussa to raise as
his own. Although he had many wives, depending on who is telling the story, Kulu either
had one or no children who survived to adulthood. Upon Abdoulaye’s death in 1989,
Moussa became sarki for 16 years, until his death in 2005, at which time his eldest son,
Souleymane the current sarki, was named to power. Both Kulu and Abdoulaye are buried
inside the sarki’s compound in an unmarked spot to the left of the wives compound.
Moussa is buried to the North of the village in one of the fields.
Oral history of the village states that before the ancestors of the current
inhabitants of Kawari moved into the area, there were Bagazawa (animist Hausas) who
lived where the village fields are now. All that is left of their inhabitance is a very old
well, built into the ground in the fields that lie beyond the health hut. During the time
before Kulu settled in Kawari there were many wars fought between Damagaram and the
neighboring powers of Maradi and Daoura (in modern Nigeria), and people who were
displaced because of these conflicts.
The former main road from Nigeria to Zinder (Damagaram) runs directly
behind Kawari. Until the paved road was built under colonial rule, this dirt road was used
for transportation between Zinder and Daoura or Kano in Niger, both economically
important communities. This road, although in rough shape, remains the closest route to
Zinder, and is still used to transport animals from the district of Matameye to the Zinder
area and beyond. The paved road which currently lies almost three kilometers away from
Kawari was built under colonial rule. Oral history tells of the Nigeriens working for the
French who would “catch people and make them work. And women, like you. They
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would catch you and make you work for the men working on the road.” Gano , an eightyear old research participant explains. The forced labor that built the road was unpaid and
moving the main road further away from the village also had negative financial
implications.
In the late 1980’s, Sarkin Abdoulaye decided that the village would be better off
if it moved to be closer to the paved road. In preparation for the move, he built a house
near the road and mobilized many families in the village to join him. Although
Abdoulaye did not live long enough to implement the move, when Moussa became sarki
he continued the push for the move closer to the road, even succeeding in moving the
primary school from its location in the main village to where it currently exists, near the
road in “new Kawari”, alongside the families who made the move in precipitation of
Sarkin Abdoulaye. Currently, most children in Kawari who attend school make the 2.5km
walk down the dirt road to the school in New Kawari. Although a Franco-Arab school
was built in the main village in 2005 by the government at the same time that the health
clinic was built, few children attend this new establishment. Interviews suggested that
community members saw this school as being less useful, and not as rigorous as the older
school in new Kawari based on the French system of education.
The political administration of Kawari is headed by the sarki, currently
Souleymane. Although his title is “Chef de Groupement Peuhl (Fulani)”, he exercises
authority over all inhabitants of the village, both Fulani or not. The sarki spends a large
part of his day in front of his compound, on a high white lawn chair with his advisors
sitting beside him on a carpet laid on the ground. Community members come to him with
problems, and he advises the course of action to take, for example to resolve the issue of
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a stolen goat, or a wife who does not want to stay with her husband. While some
households in the village do not “follow” (pay taxes to) the Kawari sarki, usually
choosing to follow the Kantche sarki, even these households may come to the sarki with
problems which need to be addressed. When approaching the sarki, protocol states that
one must kneel down in front of his chair with eyes averted. When he travels in his car,
people along the sides of the road often drop to their knees and lift a fist up in greeting
and respect.
The 95 households in central Kawari are loosely located in family clusters.
Usually when a son gets married, he builds his household next to his father’s compound.
However, this is not always possible due to changing family arrangements and limited
space. All households are marked off by a wall ( made of either woven straw or mud
brick) which provides privacy and serves to mark the boundary of the household. All
households belong to a man, although a divorced woman or a widow may have her own
living space, it is not considered her household, but the household of the man with whom
she lives (in the case of divorce this is usually her father, in a widow it is usually a son).
The head of household may have up to four wives living with him, as well as children
from previous marriages and children of relatives.
In households where there is more than one wife, each wife has her own (one
room) house where she sleeps with her children, usually a straw or a mud brick hut.
Sometimes the head of household also has his own house, although not always. He may
divide his time between the wives’ houses where he also divides his belongings. Each
house usually has a bayan daki located behind it, an enclosed area used for urinating and
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showering. Three houses in the village also have latrines, cement slabs with a hole in
them usually used primarily for defecation by adults.
Each wife usually has her water storage area located near her house, a line of clay
and plastic water containers filled with the water collected at the well each day. Usually
at least one of these containers has a cup resting on its lid, and is used for drinking water.
Nearby is usually also a sahani, a plastic teapot-shaped water container used for pouring
water on hands and body for washing. While adults usually fill a bucket with water and
go to the bayan daki to bathe, children who are not old enough to bathe themselves are
usually bathed by their mothers in the open space of the compound. Although most time
is spent in the main area of the compound by women, either working or sitting in the
shade, great pride is taken with the inside of the rooms. Women often display flowered
enamel bowls and other items gained as part of their wedding dowry in their rooms.
A great deal of time goes into food preparation (grinding of flour with large
wooden mortar and pestles, cooking on wood fires, etc.), and most of what is eaten in the
households is grown by household members themselves, or by someone else in the
village. Because most food is produced during the one three-to-four month rainy season
that takes place each year, years when there is not enough rain can be devastating. Fields
are passed down in families and worked by hand, with the main crops being millet,
sorghum, peanuts and beans. Leftover food and water are usually given to animals (goats,
sheep, chickens, etc.) that act as a very important form of savings and building of wealth.
Overview of Study Households
The boundaries of the sixteen households selected for inclusion in the study are
well defined. Inside the enclosure of the compounds are anywhere from one to four
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separate buildings where an average of 7.64 people live. All of the households included
in this study have at least one child living in the household under the age of nine, and a
male head of household with between one and three wives. 40% of these households have
more than one wife, and in these, each wife has her own hut or room for her and her
children. In the center of the household, there is usually one main cooking fire, where the
wives, helped by older daughters, cook. Usually, in houses with more than one wife, the
wives take turns cooking, however other households have different ways of dividing
labor. Mariama and Aissa, for example, live in a household which, inside the compound,
looks like two mirror images placed together: two huts, two cooking fires, two water
storage containers, two washing areas. Because the wives sweep their separate sides of
the compound at different times of day, sometimes there is a visible line in the sand that
exists to mark the difference between the two areas. Only one of the study households has
a latrine, the rest possessing at least one bayan daki, used for bathing and urinating. Often
these areas are either cemented, or covered with a piece of linoleum, so that bathing is
done squatting over the wet sand with feet on the linoleum.
The map in Figure 9 shows the central village of Kawari (without the
households located in the hamlets or New Kawari). The houses selected for inclusion in
the study are numbered for identification. This map was drawn by one of the sarki’s
representatives during the participatory exercise of randomly identifying households for
data collection in the study. The thirty-five year old man who drew this illustration was
coached by the sarki and other elders who sat watched as he drew. They would remind
him when he forget a household, or would brainstorm together to identify where
households were located.
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Figure 9 Village map, created in collaboration with the sarki and his
advisors, with study household numbers shown

Eighty five percent of men and 48% of women in study households engage in
income generating activities, in addition to subsistence farming and raising animals. For
men, these sources of income are usually based on skill, including well construction,
dogori (guard of the sarki), griot (praise singer), tailor, school teacher, and malam
(Islamic religious leader). For women, income generation is based on the selling of goods
such as cola nuts, peanut oil, or Hausa medicine, rather than labor. Many of the adults
included in this study had very little formal schooling, especially the women. Of the 23
study household children who are of school age (between seven and 15 years old), a little
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less than half (11 children) are in school. Seven in the primary school located in Kawari
Sabwa, and four at the Franco-Arab primary school. Table 2 presents the level of
education for adults in the sample households.
Table 2 Educational levels of adults in study households

Women
No school
15 (75%)
Some primary
1 (5%)
Finished primary
4 (20%)
Middle school or 0
above
Total
20

Men
5 (31%)
1 (6%)
8 (50%)
2 (13%)

Total
20 (56%)
2 (5%)
12 (33%)
2 (5%)

16

36

Medical Systems and Health in Kawari
Kawari, like all villages in Niger, is served by multiple medical systems. Stock
(1981) divides these health care systems in Hausaland into two main categories, which
were confirmed during interviews with individuals living in Kawari: Maganin Galgajiya
(Traditional Medicine) and Maganin Turawa/Nassara (European/foreign medicine).
Although spiritual healing in Maganin Galgagiya is usually divided into Islamic and preIslamic systems, sub-categories that are also used in this study, this division ignores the
great overlap between these systems and the penetration of religion into many medical
treatments. While masu bori conduct spirit possession ceremonies viewed by many as
anti-Islamic, verses from the qu’aran are implicated in all of these ceremonies, as they are
in the removal of the uvula by the wanzami, considered a routine non-spiritual surgical
procedure performed on infants (Prual 1994). Table 3 shows the medical systems,
services, and types of medications available in Kawari. All study households reported
using all of these systems within the year previous to this research.
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Table 3 Medical systems and services available in the area

Medical System

Medical
sub-System

Practitioner

Type of
Medications Used
Magain
Malam (Islamic Scholar)
rubutu (prayers to
Galgajiya/Hausawa
be washed and
Spiritual(traditional/Hausa
used as medicine),
Islamic
medicine)
layu (talismans),
prayer
Boka
supernatural
Spiritualhealing
pre-Islamic
Masu bori
healing
through
spirit possession
Wanzami (barber-surgeon)
removal of uvula,
blood
letting,
scarification,
circumcision
Non-spiritual
Mai Magani
herbal medicines
Madori (bone setter)
bone setting
Angozuma (midwife)
Childbirth
Maganin
Turawa/Nassaru Health
child
birth,
(European/foreign medicine)
centers/hospitals/laboratories diagnosis
of
(public and private)
disease
with
biomedical
equipment,
referrals to other
centers
and
prescription
of
biomedical
treatment
NGOs/public
health vaccine
interventions
campaigns,
treatment
of
malnutrition, mass
distribution
of
medications
Pharmacies and medicine sale of biomedical
sellers
treatments based
on
prescription,
client demand, or
their
own
recommendation
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Last (1981) claims that traditional Hausa medicine cannot be considered one
system, due to the lack of uniformity between practitioners and the wide variation in
meaning of medical terminology. He adds that many remedies from traditional
practitioners hold value in their “strangeness”. This can be seen in Kawari by the many
medical providers who pass through the village and encounter enormous success with
their unique treatments that differ from what has been available in the village in the past.
It also seems like the success of this new-ness or foreignness has easily been transferred
to public health interventions that come through the village, which are also usually met
with great enthusiasm and hope.
Treating illness and maintaining a state of wellbeing in Kawari requires
drawing upon expertise of plural medical systems. While many individuals may go to the
biomedical clinic for treatment of an illness, this may be done before or after seeking care
in other systems. Last writes that patients “recognize a wide ranging corpus of illnesses
for which all the different healers between them possess the cures” (Last 1981:387).
There is a shared perception in Kawari that every curable disease has a specific medicine
and the diagnosis of disease is often done through treatment. Once a treatment is found
which provides relief, a diagnosis can be made. However, not every similar set of
symptoms will respond to the same treatment. Sickness is approached as a very personal
condition for which treatment varies greatly between individuals.
While individuals in Kawari navigate between the different medical systems
serving the community, a competition between medical systems has been long implicated
in this area. While, in pre-colonial times, this competition positioned Islamic spiritual
medicine against pre-Islamic spiritual medicine, the contemporary tension lies in the
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relationship between Western biomedicine with all other systems (Renne 2010). In
addition to the tension between the different systems of medicine, there is also a complex
and distant relationship between the community and biomedical services. Jaffre (1990b)
describes a fictive biomedical border that keeps people from accessing services at health
centers and clinics in Niger. The specialized discourse of biomedical services often goes
against the social framework that is lived outside the walls of the clinic (Jaffre and Prual
1994; Mcarthur 2007).
The greatest point of entry into the biomedical treatment of illness occurs in
Kawari at the “tables” (small shops) selling biomedical medication. These tables are run
by men who have grown up in Kawari and are well known to the community. Offering a
broad range of pharmaceutical products, from eye ointments to antibiotics to Viagra,
these tables offer access to inexpensive and quick treatment. The sellers at these tables
possess a vocabulary of diagnosis and treatment that is shared with their clients. While
clients often come to the table in search of a specific medication, the sellers also offer
specialized knowledge that is used to recommend a treatment course.
The Hausa word for health, lahiya (also pronounced lafiya many places outside
of Kawari), refers to not only physical health, but also a broader state of physical and
social wellbeing. Lahiya can be used to describe the state of inanimate objects as well as
animals, plants, and people. For every curable state of the lack of lahiya (rishin lahiya),
there is a magani, (medicine or antidote). For malaria this may be pills, but against the
cold the magani may be a jacket, or for a car with rishin lahiya this may be a new part
installed in the engine.
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Figure 10 A village table with a card box of medications displayed

In a general sense, all states of being, including sickness, are attributed to God,
who controls all that happens. However, diseases are often described as entities that
“catch” a person, or that lie dormant inside of the body until rising up and manifesting
externally. Olivier de Sardan (1994) and Jaffre and colleagues (2003) describe the social
life of sickness in Niger, and assert that one illness can have multiple groupings of
symptoms attributed to it, depending on the context. This fluidity is navigated by patients
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who usually identify only their symptoms to the health care provider, rather than
communicating the condition that they have self-diagnosed. This technique allows the
sick to seek treatment from plural systems and receive fluid diagnoses.
Sometimes the diseases diagnosed by these systems overlap, but not always.
Participant observation as part of this research indicates that in Kawari many diseases
that have become the focus of public health intervention are actually perceived as
increasing in prevalence because of the increased visibility. In his study in Hausa
Northern Nigeria, Ross (1991) found that, although childhood mortality was decreasing,
community members perceived the risk of early death for their children as greatly
increased, due to the number of deaths with diagnosed causes. In Niger, interviews
showed that trichiasis is perceived as having increased in severity due to the present need
for surgical intervention that did not previously exist.
Many of the medications consumed regularly in Kawari are taken to prevent
diseases already present in the body from rising up due to external influences such as
eating too many sweets, sleeping in the cold, or working in the sun. These diseases are
usually perceived as being hot/cold and, “from a biomedical point of view, seem to be an
amalgamation of very diverse and often complex diseases” (Olivier De Sardan
1998:194). The most prevalent of these diseases in Kawari is zahi, caused by an excess of
heat, and prevented by the regular consumption of herbal medication. When zahi does
“rise up”, it may be treated by any of the medical systems, including biomedicine, which
groups the symptoms into discrete illnesses, and may include conjunctivitis (Jaffre and
Olivier De Sardan 2003; Wall 1988).
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Jaffre (1999c) writes that medication is at the heart of how health care works in
West Africa, helping establish a diagnosis by either working or not working.
Biomedicine’s point of entry into daily life of Kawari is often through mass public health
campaigns or with medicine sold at the tables in the village center. Both of these entry
points allow patients to draw from the biomedical system on their own terms, with a brief
relationship that may be ended at will. While many illnesses are treated well with
resources found in the village, some, like trichiasis, do not have a way of being
permanently addressed without biomedical intervention. Although some medications do
exist, none have been found to provide long-lasting relief. Most suffers of trichiasis rely
on friends or relatives to pull out the inward-turned eyelashes, which provides temporary
relief of symptoms.
A historical perspective on health and healing in the Zinder region shows that
medical systems have been influenced by many different forces. Islamic medicine,
colonial medicine, and contemporary biomedicine have all fought for a dominant place in
the everyday lives of Hausa Nigeriens. Individuals in study households, who face many
health challenges, draw from many medical systems in order to address illness. The
trachoma elimination program, like many other public health interventions which have
worked in Kawari, emphasizes a single path to preventing disease transmission and
progression. This program presents concepts about behavior change and disease etiology,
while relying heavily upon the tools of surgery and antibiotics to reduce the blinding
stage of trachoma infection.
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Chapter 4: Methods and Positionality
Research Design
The goal of this study is to explore specialized and popular cultural models of
trachoma, and the interaction between the trachoma elimination program and its target
audience in one trachoma hyper-endemic intervention community. In order to do this
deductively, data collection tools used in each research phase were developed based on
preliminary findings of the preceding phase. Open-ended qualitative data gathered
through interviews are triangulated with data gathered through observation and structured
surveys to provide an overview of the landscape of trachoma elimination in the area.
Olivier de Sardan (2008) writes that, when conducting field-based research, it is
more important to focus on describing of how certain phenomena occur, rather than
attempting to explain why. By privileging a thorough ethnographic investigation of how
social processes are put into place, the researcher does not become lost in an overinterpretative haze which Olivier de Sardan cautions can be dangerous. He also adds that
researchers should not overly rely on hypotheses in qualitative research, and supports the
legitimacy of a descriptive ethnographic study design. Although he acknowledges that
this description may be affected by the researcher’s subjectivity, he writes of an implied
pact between the researcher and the reader, that the description of the phenomena being
studied is “real”, at least to the best of the researcher’s knowledge.
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Lecompte and Schensul write that the difference between ethnography and other
approaches is that, “ethnography assumes that we must first discover what people
actually do and the reasons they give for doing it before we can assign their actions
interpretations” (1999:1). In this project, I strive to achieve a balance between openended ethnography and more structured research focused on investigating pre-defined
themes in order to describe the landscape of trachoma elimination in Kawari, and present
the diverse rationalities at play in decisions that affect trachoma transmission. Combining
open-ended interpretive ethnographic methods with surveys or structured interviews
allows for the exploration of the intersection between actual and ideal behaviors, as well
as of the way people think that things are compared with the way things really are
(Bhattacharya 1997; Johnson 2000).
Focused ethnographic surveys and structured surveys have been used in medical
anthropology to address the need for both interpretative and explanatory data, as well as
the time and infrastructure constraints of fieldwork (Blum, et al. 2004; Blum, et al. 1997;
Blumhagen 1981). These approaches use targeted ethnographic methods to collect data
that are often subsequently interpreted and used to develop tools for structured
interviews. In this study, I used open-ended ethnographic methods in combination with
more structured methods, and continually redesigned the data collection tools in order to
explore findings that come up during the research.
Data collection for this study was ended when it seemed that saturation had been
achieved. Olivier de Sardan (2008) uses the definition of saturation to indicate the point
of time when no new themes are being found in a study. Toward the end of this study,
there was no new information being reveled concerning the key themes of research.
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Although additional data collection may have yielded different directions for the study,
the key areas of interest were saturated and fully explored before ending data collection.
Data Collection
Overview of Data Collection Methods
One of the strengths of ethnographic medical anthropology research is the
presentation of the multiple voices that exist within illness discourse as well as shared
cultural understandings. This study uses open-ended ethnographic methods combined
with structured surveys to identify cultural models and representations of trachoma
among those with specialized knowledge (of trachoma or the trachoma control program),
and popular knowledge of household members

within a trachoma program target

community.
The design of this project is greatly influenced by Blum and colleague’s (1997)
ethnographic protocol for the assessment of natural food sources of vitamin A. This
protocol is intended to be used to explore vitamin A deficiency and resulting blindness,
and was developed based on fieldwork in five countries, including Niger. The three main
phases of data collection in Blum and colleagues’ protocol are: (1) document review
(maps, census data, etc); (2) open-ended interviews with key informants and participant
observation; (3) structured interviews with mothers of young children (developed based
on phase 2 data). Unstructured interviews with key informants are intended to continue
throughout the implementation of the research project, and occur with two types of
informants: “experts” (opinion leaders, health care providers, etc.), and lay community
members (including mothers of young children, male heads of household, and
community elders). In this project design, key informants and mothers of young children
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are interviewed in three or more short sessions, in order to develop rapport with the
interviewer and reduce the burden on the respondent.
Adapting the protocol of Blum and colleagues to address the objectives and
theoretical approach of the present study, the following research design for data
collection was designed: (Phase one: January to May 2010) document review and
exploratory ethnographic research (open-ended interviews with specialists and
community members, participant observation) (Phase two: May to December 2010) eye
exams, semi-structured interviews with specialists, and household survey within
randomly selected households using survey tools developed based on findings from phase
one. Following the completion of data collection, preliminary findings were shared with
the research community and a group of individuals working in trachoma control in Niger.
Sampling: Specialized Knowledge and Popular Knowledge
Specialists
The definition of specialists used in this study is broad, and applied to any
individual who has in-depth experience or knowledge of/with trachoma or trachoma
elimination. Specialists were identified through both purposive and snowball sampling.
Bernard states that snowball sampling is particularly effective when working with small
sampling frame and that the results of this sampling method are “samples (that) are not
unbiased but that often do a good job of reflecting the population parameters of interest”
(2002:181).
Specialists interviewed in this study included three main groups: (1)
individuals working in trachoma control; (2) health care providers; and (3) individuals
who have suffered from the advanced stages of trachoma. In total, 46 individuals with
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specialized knowledge about trachoma or trachoma control were identified and
interviewed. These specialists possess experience with trachoma at national, regional,
district, village or personal-levels. Inclusion criteria included specialized experience and
opinions about trachoma and/or trachoma control, and interest in participating in an
interview. Table 3 summarizes the types of specialists who participated in the project.
Table 4 Specialists targeted for interviews

Specialists
Working in trachoma control Policy planners
(Niamey, Zinder, Matameye, Community volunteers
and Kawari) n=20
Representatives from funding agencies
Health educators
Trachoma program supervisors
Trachoma researchers
Health care providers
Biomedical health workers
(in Kawari only) n=14
Biomedical medicine sellers
Herbal medicine sellers
Spiritual healers (Islamic and pre-Islamic)
Individuals with trichiasis
Individuals who had undergone surgery
(in Kawari only) n=12
Individuals who had not undergone
surgery
Households
Study households were randomly sampled from a framework developed with
the sarki and his representatives. After defining the boundaries of the village, the
households were listed, and a map was drawn by a community member selected by the
sarki. The households were then divided into clusters of four, following the PNLCC
protocol for village-based epidemiological surveys (Pnlcc Unknown). Each cluster of
four households was assigned a number that was written on a piece of paper and placed in
a hat belonging to the advisor of the sarki. Four of these numbers (representing a total of
16 households) were selected at random by a representative identified by the sarki
observed by an audience of community members that gathered around during this process
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in the village center. The 16 households that were selected were then visited for
household eye exams, and the 14 households with children from zero to nine years of age
present at the time of the exams were retained for inclusion in the study. Figure 11 shows
the sarki and his representatives seated in front of the sarki’s house, in the carpeted
outdoor area where the random selection of households was conducted.

Figure 11 Sarki and his advisors following the random selection of households for inclusion in the study

The sarki’s involvement in the selection of the households facilitated the
acceptance of the study by the community, and also helped to explain the rationale for
selecting certain households and not others. Frequently households not included in the
study asked why they were not being visited for interviews. When it was explained how
the sarki had helped pick the houses at random (kuma tambola, “like a lottery”), this
answer was accepted as decent justification. In his research in northern Nigeria, with a
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similar predominantly Hausa community, Cohen (1971) also used the traditional leader in
each of his research sites to select research participants, stating that any other type of
sampling caused community members to be suspicious of the selection process. The
traditional leaders chose respondents based on criteria agreed upon with Cohen, and
allowed those selected to decide if they were indeed interested in participating.
However, as I began to spend time with the study households, I saw that the
random selection process was not as simple as it seemed during the early days of the
study. The composition of the households was more complicated, and less obvious than it
first appeared. This was reflected on the field notes taken during that time:
During the prevalence survey Dr K had defined a “household” as a “mai
gida” (husband) and his wives and any kids that lived there. As I became
more familiar with the households, I began to see that the households were
difficult to define. There was the case of a husband and wife whose kids
were examined at the grandmother’s house next door and originally listed
as a part of that household even though they sleep/eat etc. at their parents’
house. Or the toddler daughter that wasn’t listed or examined because her
father is not the man that her mother is married to, although the daughter
lives in the same house. The son who hasn’t lived at home in years because
he goes to school in another town, but was listed as living in the household.
The mother that DOES live with her son and his wife, but was not
considered as a “legitimate” household member…etc.
In these cases, I used my best judgment and added/deleted from the original lists of
household members in order to show the “reality” of the household composition as I best
understood it at the time. The selected households represent a total of 105 individuals: 77
of these individuals were examined for trachoma by eye exams (35 of whom were
children between zero and nine years of age). This number was adequate to determining
the village prevalence of active trachoma using WHO methods, and also provided a
sufficient random representation for the gathering of both quantitative and qualitative
data (World Health Organization 1996).

Although samples of less than twenty
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individuals have been show to adequately represent domains characterized by high
cultural consensus (Romney, et al. 1986), Bailey (2006) suggests that field interviews
begins with at least twenty respondents, and Madrigal (1998) states that a sample of at
least thirty is ideal for statistical analysis. For quantitative odds ratio analysis examining
variables related to the absence or presence of active trachoma, the unit of analysis used
was the individual children. For other measures, the unit of analysis was the household.
Document Review
In order to identify trachoma control activities and cultural models of the
disease used by the trachoma control program, health education materials were collected
from those involved with the program. In addition, monthly and annual reports of
trachoma activities and research were gathered from national and district sources, as well
as other documents that were studied in order to contextualize trachoma control in the
Zinder district. Documents were photographed and saved in digital format.
The gathering and review of documents also opened up informal discussions
with individuals involved in trachoma control. The topics that came out of these
discussions were integrated into the semi-structured tools developed for data collection in
study households. For example, often, going through data related to trachoma control
activities, the trachoma program representatives would express their frustration with the
target communities for their “dirtiness”, a topic that was followed in-depth in semistructured interviews.
Specialist Data Collection
Data were collected from specialists through unstructured interviews,
observation, and photography. These different methods of data collection enabled the
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investigation of multiple layers of data that were analyzed to reveal cultural models of
trachoma and trachoma elimination among those having intimate personal or professional
experience with the disease. Because of my previous experience working with the
trachoma control program, I was often invited to participate in trachoma control meetings
or trainings. The informal conversations that occurred before, after, and during these
meetings also provided valuable information from those involved in trachoma control.
Unstructured In-depth Interviews
Unstructured interviews were the primary method of data collection from
individuals with trichiasis, from health care providers representing multiple health care
systems: spiritual medicine (Islamic and pre-Islamic); herbal medicine, and biomedicine;
as well as those working in trachoma control. Questions focused on treatment and causes
of active trachoma and trichiasis, as well as the perceived burden of these conditions, and
potential solutions for reducing these conditions in the community. Unlike informal
interviews, which are characterized by a complete lack of structure or control,
unstructured interviews are based on “a clear plan that you keep constantly in mind, but
are also characterized by a minimum control over people’s responses” (Bernard
2002:205). Unstructured interviews are similar to the way that people really communicate
with one another outside of the research setting, and are ideal for learning about lived
experience and developing rapport with respondents.
Olivier de Sardan (2008) describes two different types of interviews: those
designed to consult the respondents (ask about certain social phenomena, for example),
and those designed to elicit the personal experience of the respondent. In the interviews
used to collect data during this study, both of these approaches were integrated. Even
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with those working in trachoma control, there was an attempt to collect both personal
narratives as well as elicit reactions to themes of interest. Many of the interactions with
respondents were in the form of unstructured interviews, focusing on topics relevant to
the questions of the research project, but without any particular order or predefined
structure.
(Participant) Observation
Observation of trachoma treatment, trichiasis surgery, and trachoma control
activities also provided an important source of data. The level of participation in these
observation sessions varied according to the situation, from full-fledged participation
(assisting with the organization of a trachoma control activity planning meeting), to
simple observation (watching trichiasis operations from a bench in the operating room).
Participant observation is key to contextualizing data collected through more structured
means, as well as to examine phenomena that are not talked about, and observe the
difference between reported and actual behaviors (Agar 1996; Bernard 2002; Pelto and
Pelto 1978). Dewalt and colleagues (2000) describe participant observation as both a data
collection and analysis tool. They state that much of human understanding is tacit, rather
than spoken, and that it is only through lived experience that one can begin to uncover
interpretations and meanings influenced by tacit cultural knowledge.
In addition to general observation in the study households, special attention
was paid to the activities of children and their hygiene practices. Facial cleanliness, as
often referred to in trachoma literature was observed in selected children during each
period of household observation (Lane 1988) Zack, 2008 #31}??. These periods of “child
following” involved the selection of one or two small children in each household during
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prolonged observation. Information about these children was recorded concerning their
activities, facial cleanliness, and water use.
Photography
Photography and guided photography were also used to collect data from
experts, who were asked to identify important aspects of trachoma and trachoma
intervention for photography. Guided photography was defined as when research
participants helped create the photographs. The participants identified the subject of the
photograph, and helped compose the image, while I took the photographs. Often I was
asked by participants to take their photograph as they engaged in an activity, or posed
with a person or a prized possession. In addition, I sometimes requested to photograph
certain elements of study households: bathroom areas, animal enclosures. These requests
were often met with a lot of giggling, but participants were very gracious in showing me
the elements that I wished to photograph, and advising me on how to best compose the
images.
Because these photographs were created in a collaborative process and the
images were often discussed when prints were brought back into the village, this
experience often yielded more valuable information than the resulting image. Guided
photography allowed for the identification of elements that are important to the research
subjects. An example of this is the many photographs that were taken of research
participants with livestock and other markers of wealth (cell phones, motorcycles, etc.),
or photographs of the many types of medication stored in study households when the
focus was on strategies used for staying well. All subjects of the photographs presented in
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this dissertation gave their verbal consent for the photographs to be taken and shared.
Most were very interested in having the photographs seen in the US.
Household Data Collection
Data collection in the households included eye exams conducted with all
household members, measurements of trachoma-related variables, photography,
interviews, and observation. Each household was visited between five and six times. As I
had done when I was living in Kawari as a Peace Corps volunteer, I spent much of my
time sitting with women while they worked (and often trying, clumsily and
unsuccessfully, to assist them), discussing everyday life. These conversations often
included key themes related to health care and hygiene. Having my son with me in the
field also provided an important entryway to discuss issues related to child care and child
health. Returning to Kawari ten years after I had lived there as a volunteer, my social
position had changed greatly: I was now a mother, and although I was still (and will
always be) the strange American woman who asked a lot of questions, having a child
provided an important commonality with the women with whom I spent most of my time.
Household Eye Exams
In order to calculate the village trachoma prevalence, as well as to identify
households with active trachoma, eye exams were conducted in all randomly selected
households. These exams were performed by a Nigerien ophthalmologist following
WHO trachoma grading [See Figure 12]. Anyone showing signs of active trachoma was
given tetracycline ointment, and a few tubes were left in each house without trachoma as
well, in case of later infection, and also so that the absence or presence of medication
would not disclose to me the trachoma status of the household while I was conducting
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qualitative research. Although I was present in the village during the exams, I did not
observe the exams process, so that I would not know the results during the household
data collection. I remained blinded to the exam results through the duration of data
collection, at which time I was given the results in a sealed envelope to open.

Figure 12 A study household member has his eye examined for trachoma

Household Surveys, Measurements, and Photographs
Basic demographic information was recorded during eye exams about all
members of the study households. Additional quantitative data concerning schooling,
water collection and water allocation, and hygiene practices, were gathered during the
second and third household visits. . A research assistant helped measure the distance from
study households to the water source, and provided valuable answers about vocabulary
and practices that were unfamiliar to me. Guided photography of study households and
household members provided interesting data concerning daily life, hygiene, and
sanitation resources within study households.
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Interviews (Informal, Semi-structured, Men’s)
Three semi-structured interviews were conducted in each household with
women present at the time of the visit. These interviews lasted between 30 minutes and
two hours, and each was built on findings from the previous interview, becoming
progressively more in-depth. In addition, unstructured and informal interviews were also
conducted in order to explore certain themes in greater detail. An additional semistructured interview was conducted by a research assistant with the (male) heads of
household, and focused on the use of preventative and curative medications by men, and
men’s reactions to mass antibiotic distribution.
Most of these interviews were conducted as group interviews, with co-wives
and sometimes other family members or neighbors contributing to the conversations.
Parker and colleagues describe that when this occurred in their research, it provided
valuable information, “more often than not, a small crowd gathered round each informant
and many of these people contributed to the interview too” (Parker, et al. 2007:166).
While this approach makes it difficult to separate opinions held by certain individuals,
which may not represent those maintained by the rest of the group, it also demonstrates
the construction and importance of shared conceptions and representations.
Observation (Informal and Structured)
During household interviews, there was always a component of structured or
informal observation, focused on behaviors related to trachoma prevention and
transmission, and trachoma control. A final household visit was conducted in four
households randomly selected from the 14 included in the study, in which I spent 12
hours observing, photographing, and taking notes. . Structured observation is important in
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trachoma and sanitation research to examine the correspondence between reported and
actual behaviors (Curtis, et al. 1995; Mccauley, et al. 1992).
While informal participant observation does not produce the same kind of data
collected by these systematic methods, repeated participant observation throughout a
community may produce descriptions of observations similar to “spot checks” collected
by random-interval instantaneous sampling. These “spot checks” that occur at random
times in random locations in a research site are intended, when taken together, to provide
a picture of the everyday behaviors of the population (Johnson and Sackett 2000). Often I
participated in household activities while conducting these observations: helping cut
tomatoes, or sorting through millet.
Data Analysis
Qualitative Data Analysis
Bailey writes that data analysis “actually begins at the moment the researcher
starts to think about conducting a field research project and continues during each stage
of the research process” (2006:125). During this project, data were continuously analyzed
for themes that were used to guide future interviews and develop additional data
collection tools. Formal qualitative analysis began after data collection was complete and
I had left the field. I tried my best to let the themes come from the data rather than trying
to find themes that I felt would be contained within.
Most open-ended interviews were audio recorded with participants’ consent as
recommended by Bernard (2002), and then translated into English while simultaneously
being transcribed with the program HyperTRANSCRIBE. These transcriptions, along
with

photographs,

field

notes,

and

interview

notes,

were

imported

into
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HyperRESEARCH and coded for themes. After identifying many individual themes,
these themes were then coded and grouped together to form larger themes, which are
used to present the research results. Digital audio files, photos, and notes were uploaded
onto a secure server weekly to avoid accidental loss of data.
Quantitative Data Analysis
Quantitative data collected from study households were entered into excel and
imported into SPSS 17 for analysis. Descriptive analysis was conducted to produce
statistics of respondent socio-demographic information and an overview of households.
Odds ratios were conducted to examine the relationship between the absence/presence of
trachoma and household variables. These variables included household and individual
characteristics that have been found to be related to trachoma infection in other studies:
distance from water source; household size; number of children in the household; wealth
of household; presence of animals in the household; age; sex; enrollment in school, etc.
Postionality
“My” Village, Fitting in, and Parenting
A core fantasy of mine from before high school was that members of the most
puzzling cultures were going to divulge secrets to me out of hardly noticing
my intrusion, or thinking I was almost one of them (Rush 1991:9)
Personal reasons were surely mixed in with my academic motivation to
conduct my dissertation research in Kawari. One of the most personally motivating
factors for me was the fantasy of going back in the past: returning to the village where I
was a Peace Corps volunteer with the trachoma elimination program ten years earlier, and
sharing that experience with my son. I used to refer to Kawari as “my” village with “my”
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villagers when I lived there as a community health volunteer. Eventually I realized how
very colonial and patronizing it sounded to try to take ownership of an entire village of
individuals. However, there was something very personal about Kawari and my
experience living there. It was my first experience in Africa, and an enormous time of
discovery and growth.
Olivier de Sardan (2008) writes of the encliquage that occurs when a
researcher enters the field. The liaisons created with others in the research community act
as both strength and a bias for the researcher. My relationship with the research
community certainly affected my subjective experience and the collection of data, but the
duration of my relationship with the community also allowed for an intimacy that could
not have been established over a shorter time period. When I returned to the field, I
maintained the relationships that I had established as a Peace Corps volunteer, however,
working in randomly selected households also enabled me to develop relationships with
families whom I did not know well before beginning this project.
In this “developing” country, it was shocking how little had changed in the
past ten years. With the exception of the new availability of motorcycles and cell phones
in the village, and a younger sarki, not much else had changed. The old men who sit in
wearing white djalibia on the sand near the mosque were still there, not looking much
older or much different than before. The kids who used to come play in my house and eat
candy that my relatives sent from Florida, however, were almost unrecognizable. The
scruffy little candy eaters were now well-dressed teenagers and pre-teens, with only faint
traces left of the faces that were there ten years ago.
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However, the biggest change between 1999 and 2010 was me. Unlike the
twenty-five year old Peace Corps volunteer who was open to whoever and whatever, I
found that I was more closed this time. I did not have patience to sit and laugh and talk
for hours. I was in a hurry to collect my data and advance in my work. What was even
more remarkable was my feeling of being outside the culture. Although I spoke Hausa
even better than before, and still enjoyed dressing in local clothes: brightly printed skirts
and matching tight ruffled shirts, I no longer maintained the feeling that I was
disappearing into the crowd that I had as a Peace Corps volunteer. I became aware of my
skin, my language, my attitude of autonomy which marked me as different.
Parenting in Niger divided me from the culture while at the same time acting
as a universal experience that united me with women from the study households. While
there were many of my habits that were hard to explain: Why did I strap my son into a
very uncomfortable looking chair in my car, even when he obviously didn’t like it? Why
did I force him to lie down and nap against his will? Overriding these differences, were
experiences that I shared with mothers in the interviews: treating a sick child, negotiating
with a strong-willed little boy to take a bath. I spent many hours each week talking with
women from the study households while our children napped on mats in the shade.
Although I was lucky to have many more resources to drawn upon than
individuals living in Kawari when my son got sick, I also got to experience first-hand the
difficulty of negotiating an overstrained and weak health care system. In addition, as my
son had a very high malarial fever that would not go down, causing him to go in and out
of a shaky kind of sleep, it made me realize how this experience, which was enormously
moving to me, was something that happened often in the village. Many of the study
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households had seen their own children suffer and die from things like malaria way too
often. As I arrived in a panic with my son to the hospital, I was told to calm down and
wait. “There is nothing to be upset about. Be patient.” I was told by a male nurse, smiling
like he was holding back laughter. “You are not the only one waiting.”
Because I had lived in Kawari and volunteered for the trachoma program in the
early 2000’s, I knew most of the families living in the village as well as the individuals
providing health care and working in trachoma control in the area. This rapport,
established over the period of three years that I lived in Niger previously, enabled me to
re-enter the field with a shorter period of acclimation that I would have need otherwise.
Returning to Niger with a child and a car seemed to give the impression that I had done
well for myself since I left. As a foreigner, someone from outside of the village, I felt
comfortable going outside of the social rules: asking direct questions, and bringing up
topics that are not usually discussed. Although I will never know if this is true, I also felt
that individuals enjoyed opening up to me about certain issues, or at the very least
playing with conversations that they did not routinely have with others in their village.
The hospitality that I received in Kawari was rivaled only by the hospitality
that I received from other expats living in Niger, especially the missionary families who I
met with and interviewed about their approach to providing health care services. One of
these families was especially generous, letting me stay at their house whenever I wanted,
feeding me and babysitting my son. However, I never really trusted the motivation
behind their kindness, and I remain very critical of their approach to healthcare in Niger.
Nevertheless, a warm beef taco after a long day in the field followed by a cold homemade
ice cream, kept me coming back. I still harbor a bit of guilt about this though, as Rush
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writes, “I think I tend to exploit missionaries, which I really have not to do if I’m going to
be negative toward them behind their backs”(Rush 1991:7)
I also held conflicted feelings about my work and relationship with those in the
trachoma elimination project. While I remain critical about many aspects of the program,
I admire the dedication of the individuals working to implement activities, which, in their
opinion, are key to eliminating trachoma. At times I was very close with those working in
the program, even acting as a translator for a training in eye examinations for trachoma,
and a consultant for a trachoma research project. However, I tried to maintain my
distance, at least mentally, from the position that prioritizes uniquely the biomedical
perspective. While for many people in Niger, a Western foreigner is automatically
equated with maganin nassaru (Western biomedicine), it is my hope that I have managed
to at least partially convince the individuals involved in this project that I am interested in
a broader representation of health and sickness than that usually provided by foreigners
working in Niger.
Ethical Considerations During the Study
Regardless of my actual involvement with biomedicine or the trachoma
elimination program, as a white foreigner in Niger, I inherit an automatic association with
Western biomedicine. This connection was magnified by my actual involvement with the
program, something that I tried to mitigate by clearly explaining to respondents about my
position, and the goal of my research. Individuals in Kawari seemed to be more accepting
of this position than those working in trachoma control, who refused to see that my
position could be anything more than a desire to provide insight to ways of getting their
current program to become integrated into the target communities.
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Further pushing ahead this connection with the biomedical perspective and the
trachoma control program was the tetracycline that was distributed during the eye exams.
WHO protocol indicates that, during eye examinations for trachoma, active cases are
treated with antibiotics, such as the tetracycline ointment routinely used in Niger. For
ethical reasons, I could not consider not treating active trachoma cases. Deciding to use
biomedical treatment instead of another type of treatment was an obvious choice due to
my background and the context of my dissertation. However, this act, at the beginning of
my study, may have further pushed the association between myself and the biomedical
trachoma control program. Additionally, the soap which I donated to the village at the
end of the study also adhered to the goals and outlook of the program [See Figure 13].

Figure 13 The sarki distributes soap to all households in the village following the completion of the study
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With my close connection to the trachoma control program, I had several
experiences where my involvement with the program was more than I had anticipated.
On one occasion, the PNLCC needed to test antibiotic distribution in a village during
2010 and, because of my presence, asked if I would like the test distribution to occur in
Kawari. If the test distribution was not conducted in Kawari at that time, then the village
would be covered with a mass-distribution of antibiotics scheduled to take place later in
2010 or 2011. Although it was not my intention to manipulate the activities of the
elimination program, I was interested in the reactions of the study households to the drug
distribution, and therefore said to the PNLCC that yes, I would like the test distribution to
occur in Kawari.
Oral consent was obtained from all adults in this study, and assent was
obtained from all children receiving eye exams. Although the close involvement of the
sarki and other village elders may have caused some individuals to be reluctant to express
a desire not to participate, in addition to reading the oral consent script, I also explained
to everyone involved in the study that their participation was completely voluntary and
that if they did not want to participate, or did not have time to participate, this was
perfectly fine. No study households or individuals selected for interviews refused to
participate in the study. Although there is the possibility that the involvement of the sarki
added pressure on the selected participants, it is my feeling that all individuals were
genuinely interested in the study and participated very willingly. At the end of the study,
I returned to Kawari to share some of the preliminary results with the sarki and other
interested individuals. At that time we also distributed several bars of soap to each
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household in the village (even those which had not participated), small and practical
“Thank you” gift [See Figure 13].
The participation of a varied group of community members and individuals
working in trachoma elimination allowed this study to gather a diversity of perspectives
on trachoma and the trachoma program. This research is primarily ethnographic,
supported by findings from structured interviews, eye exams, and quantitative analysis.
The goal of this study is to describe the complex negotiation of individuals with the
disease and elimination activities. The focus remains on describing this process, the
“how”, rather than explaining the “why”. By combining open-ended interviews and
observation with more structured methods, data were triangulated and preliminary
findings

tested

in

later

interviews.
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Chapter 5: The Social Life of the Trachoma Elimination Program
Abdul Razak sits behind a large wooden desk almost completely covered with stacks of
papers. These are mainly reports chronicling activities that the trachoma program has
conducted over the past ten years. The cold air that blows out from the dented AC
window unit behind him gives his office a drastic temperature difference from the
Sahelian heat outside. A red prayer rug and prayer beads lay on the table near the wall.
Posters with the USAID logo are beneath the table on the floor. He summarizes his
thoughts on mass treatment for trachoma in French, with a solemn and low voice: “It is
not a matter of if drug distribution works. It does. It’s just a matter of getting enough
people treated for long enough that we can get rid of the disease completely.”
[emphasis added]
Trachoma Program Office, Zinder
Amina sits in the shade beside her house and slides on a pair of blue fuzzy pants over her
toddler’s chubby legs. He grabs her head and she blows on his stomach, an act that
makes him almost fall backwards engulfed in laughter. He is her third child, and she is
often at home alone with them since her husband travels often for his work as a well
mason. She puts lotion on the little boy’s face and arms before putting a small coin in his
hand and sending him with his brother to buy lollipops for themselves and magi cubes to
season the sauce for the lunch that she currently has cooking over an open fire in the side
of the yard. She explains that she worries about other eye problems for her family, but
not trachoma. “We have learned what causes trachoma and we do not live in the filth
that brings it on.” [emphasis added]
Study Household, Kawari
This chapter examines how awareness about trachoma and its prevention has
been created in Kawari over the past ten years (2000-2010) of elimination program
activities, although often in ways that do not correspond with program objectives. To
study how communication between the program and the community takes place, key
messages created by the program are compared with their interpretation by the target
audience. These messages include both implicit and explicit narratives in trachoma health
education materials and other program activities.
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As explained in the previous chapter, trachoma intervention in Kawari has
focused on trachoma as a medical rather than a social problem, despite evidence that an
improvement in living conditions would likely lead to the disappearance of the disease
(Knirsch 2007; West 2009). Elimination activities have largely centered on azithromycin
distribution and eyelid surgery. Aspects of the SAFE strategy (Surgery, Antibiotics,
Face-washing and Environmental change) have been embedded into popular knowledge
and practices; yet largely depend on the continued provision of services by the national
elimination program. Both community members and the trachoma control program have
appropriated the narrative of pharmaceutical salvation accompanying drug-distribution
activities which places the bulk of the responsibility for trachoma control on public health
interventions rather than on the actions of individuals living at risk of infection.
Although mass-drug treatment has been very effective in reducing active
trachoma prevalence in the short-term, this strategy does not seem to have had a
sustainable impact on disease reduction (Lietman, et al. 2005; West 1999). While
biomedical knowledge about trachoma has been greatly impacted by health education
activities in Niger, behaviors related to disease transmission and progression have not
responded accordingly. With the exception of new treatment technologies introduced by
the program, including mass drug distribution, according to interviews and observation in
the community and with program representatives, the program’s activities do not seem to
have created changes in routine behaviors.
The National Trachoma Elimination Program and its target disease have a
good working relationship. During the early years of the program, when elimination
activities were suddenly intensified, and also later, when these activities slowed
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drastically, active disease responded as expected. However, what is more interesting, and
less predictable, is the social life of the elimination program: how the program and its
messages have interacted with the community to position the disease in unintended ways.
Cultural models that interpret trachoma as a disease for which community
members are not at risk have been strengthened in response to health education messages
provided by the program. The most prominent of these models is trachoma as a disease
belonging to the other: those who are very dirty and do not take actions to stay healthy.
This model contributes to the perception of the disease as not posing a threat to people
actually (according to epidemiological surveys) living at risk of trachoma infection.
Combined with structural constraints, these perceptions of risk have acted to prevent the
uptake of behaviors promoted by the program.
The Fall and Rise of Trachoma in the Matameye District
Assuming that trachoma prevalence surveys were not flawed, and that the
decline of active trachoma (TF and TI in children zero to nine years of age) in the
Matameye district from 63.4% in 2000 to 8.01% in 2005 did occur, it seems that the
trachoma interventions in Niger during the early 2000s produced the desired effect.
However, as demonstrated in the most recent prevalence survey conducted at the end of
2009 showing 47% active trachoma prevalence in the district, these results were not
sustained (Pnlcc 2001b; Pnlcc 2009). During interviews, trachoma program specialists
and individuals living in trachoma-endemic areas were divided in their opinions about
why trachoma elimination has not been achieved. Interviews with individuals working in
trachoma control revealed two main hypotheses concerning why trachoma prevalence did
not remain at the low levels found in 2005: (1) not enough azithromycin was
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distributed (either not enough individuals received treatment during distribution, or the
distribution did not occur often enough) or (2) too much azithromycin was distributed
(the program focused too much on the drug and not enough on the other components of
trachoma control).
In many ways, the availability and distribution of the drug seemed to have
shifted the responsibility of trachoma prevention from community members to the
intervention program itself. “We need to be repeatedly and regularly treating the pool of
infection or we let the disease come back” explained one international trachoma
specialist, who later expressed his frustration with the set-backs in Niger preventing
continued distribution. A study-household head also clearly placed blame on the
program, "Why so many eye problems in Kawari now? It’s their fault. They don’t bring
us medicine now.” Many individuals interviewed expressed the perception that more
drugs needed to be distributed, and for a longer amount of time. “We didn’t get enough
medicine. It wasn’t long enough to work” explains one household member. A supervisor
of the trachoma program summarizes, “It’s all about sustainability. The drugs must
become a part of what is given. Like vaccines.”
Health care providers and individuals working for the national trachoma
program in district offices were more skeptical of antibiotics as the solution to trachoma.
Respondents from this group blamed the failures of the program on an overemphasis of
drug distribution, and suggested that the solution to creating a sustainable impact on
trachoma must be through an emphasis on behavior change, not on azithromycin. A
regional trachoma coordinator pointed out that,
Giving out Zithromax is not enough in reality…everyone must realize that
the fight against trachoma is more than just antibiotics. There must be a
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profound change in peoples' mentalities. How they think about the
environment and their own behaviors related to hygiene and sanitation,
and also how these will be handled in children.
There was a general perception among those working directly with program
implementation that the program has relied too much on the S and A components
(surgery and antibiotics) for its success, while ignoring the components of F and E (face
washing and environmental change). A field-based trachoma program supervisor stated,
(Trachoma) will always come back if we don’t sit down and get the
prevention activities to work, that's it. That is the root. If really there is a
weak coverage rate of latrines, if there is a lack of personal hygiene, it is
not going to take off. It’s going to continue. The strategy of the fight
against trachoma is based on the SAFE strategy. If we want it to work, we
need the emphasis to be on the F&E. The prevention. If we neglect that, it
is always going to come back.
The lack of supervision of the trachoma program as it is implemented in the
field was also perceived as an important problem by those involved in activity
implementation. A regional program coordinator summarized,
We have trained the community volunteers, that’s true...but we also need
funding to supervise them. Because, if you don't put pressure on people to
do the activities, it will be difficult....I remember at one time, ITI
[International Trachoma Initiative] gave out ox carts for the little hamlets
that were far from water sources. They bought ox carts with the cows, and
barrels, to give to people to go get water. But there was a lack of
supervision, because after they left, we never got to see what happened. Do
people continue to use the ox carts? Actions need supervision, and that's
what is expensive. For supervision, you need a lot of personnel, and a lot of
funding. It’s easier just to give out drugs [emphasis in the original]
"At First Everyone was Involved in the Fight"
Many individuals saw the decline and rise of trachoma prevalence in the
Matameye district as directly reflecting the level of engagement of the trachoma
elimination program. One district trachoma program supervisor explained,
At the beginning……everyone was participating. Everyone saw trachoma
as their problem and got involved in the fight, which caused this first
success. But it did not remain that way…There were a lot of important
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aspects that were let go that could have made it so that trachoma would
never come back. Sadly, they were abandoned…..All of the success that we
had at the beginning of the program was sadly, dissolved. There were no
longer any coordinated efforts. So it could be expected that the situation
we are facing now would happen. Even someone who is not an expert
could predict that. As long as there are not those efforts, trachoma will
come back
Although the national trachoma survey showed an important reduction in
trachoma, this reduction in disease was not noticed by community members. Among
individuals interviewed, no one remembered a time when conjunctivitis was less of a
problem in Kawari, however many people remember when the elimination program had a
stronger presence. The trachoma program trucks that would often pull into the village
center, and the baseball caps and cloth that were given out as trachoma program gifts
remain a part of collective memory. The cloth, printed with a drawing of an eye with a
tube of tetracycline and a bottle of Zithromax on either side, was still found covering the
desks in the office of the elimination program, and worn as a shirt by one of the
community volunteers in Kawari at the time of data collection [See Figure 7].
At the community level, there was a feeling that the prevention activities of the
trachoma program came and went without creating much of an impact, like many public
health programs have done before in the area. Interviews in Kawari showed that most
adults remember clearly the community volunteers meeting with people to discuss the
disease, and that this period of time when trachoma was being addressed was still clear in
their minds. Although volunteers conducted health education sessions for over six years,
the exact messages of the volunteers had been forgotten, and for many, the later role that
the volunteers had in the three years of annual drug distribution supplanted their work in
health education.
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For trachoma program supervisors, the beginning of the trachoma program was
often idealized: One program supervisor explained that, in days past,
Even the father of the family talked about trachoma with his family. But
now that is not the case. At the beginning they understood that they must
talk with their children who don't understand.... And if they had a visitor,
they would see that, that person is talking to his family about trachoma,
“why not me?” It’s very competitive in the village. “Why not me? Why
don’t I talk to my family about trachoma?” And they would see that this
sickness was serious.
This Sickness was Serious?
While I was waiting to interview the two trachoma supervision agents who
work at the Matameye hospital, I was reminded of why trachoma, a disease that can
possibly cause a loss of vision for some, (and even then, mainly during old age, years
after suffering from the active disease) is not so serious when compared with the pressing
health concerns that people in Matameye face every day. As I sat on the tile bench built
into the porch that acts as the waiting room and entrance for both the hospital laboratory
and the offices of health and hygiene (where the trachoma supervisors work), I noticed
two groups of people also waiting. The first group was made up of individuals on the
porch waiting for lab tests; the second group was made up of mothers and toddlers sitting
in the shade of trees beside the porch.
The individuals on the porch, mainly adults and school-aged children, looked
weak but resigned and hopeful. I have belonged to this group before myself, once as a
Peace Corps volunteer very sick with malaria, and once when my son had dysentery.
Both of these incidents were treated and resolved quickly, and outcome that I hoped for
those waiting now. The individuals on the porch were the hopeful group of patients: those
who will be tested, and who should, ultimately have some kind of pill or solution that
addresses their problem. Many of these sicknesses: malaria, dysentery, could become
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deadly without some sort of intervention, but with intervention usually end quickly and
happily.
The group beside the porch was entirely different. They were mothers
accompanying toddlers with dry red hair and loose skin, those who inhabit a hopeless and
uncertain position, already “treated”, but too chronically sick with malnutrition to leave.
As I waited for my interview with the trachoma supervisors, a group of about four
mother-toddler pairs sit on the ground near the porch. The mothers and the toddlers both
looked unnaturally old, with brittle hair and dull eyes. The toddlers had the swollen
bellies and stick arms of severe malnutrition. One of these toddlers, as I looked at her,
squatted and released a stream of yellow diarrhea which her mother scooped from the
sand with the back of a rubber flip flop and threw across the fence of the hospital into the
street.
A few minutes later, a man walked by carrying a baby who has just passed
away. In my field notes, I wrote:
Here is a woman with four straight braids hanging down from her blue
flowered head covering. She has tears coming down from her face and is
sobbing, but walking at a slow pace uninterrupted by emotion. She is
about ten feet behind a man holding a roll of dark blue fabric wrapped
around the child. He is holding the body out from himself. Not tight. Not
like a child, but like something that he has to transport, but that he can’t
stand to touch. He squats by a tree. Puts the baby on the ground in front of
him. Woman walks away with two empty green jugs which resemble
plastic teapots, and are used for washing. She returns with them full of
water. She unwraps and washes the baby. He removes a plastic string
from a bag and ties it around the body.
These scenes outside of the trachoma program office put in perspective the real
importance of trachoma as a disease to fight. The hypothetical loss of vision threatened
by trachoma cannot surpass the reality of other sicknesses that threaten lives every day in
Niger. According to the most recent Demographic and Health survey, 26% of children in
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the country die before their fifth birthday (Institut National De La Statistique (Ins) Et
Macro International Inc. 2007). This corresponded to what was found in the small sample
for this research project as well: in the 16 households in Kawari where interviews were
conducted, five of the 19 women interviewed (26%) had lost one or more of their
children. In this context, it is difficult to position the uncertainty of blindness from
trachoma as more important that the certainty of debilitating and fatal health threats faced
every day.
Trachoma Intervention in Kawari
When I spoke to a health administrator for the Matameye district about
conducting research in Kawari, he questioned why I had selected this “rich” village
without any health problems. In order to find trachoma, I was told, I needed to “select a
poorer, more rural location” . However, the active trachoma prevalence found in Kawari
shows that, despite its location near the main road, as well as the long history of NGO
and government agency intervention, the village remained as affected by trachoma as
other villages in the district.
Trachoma work in Kawari began in 2001 with the training of two community
volunteers, Issa and Ibrahim. These two men were previously selected by the Sarki to be
community guinea worm volunteers when the parasite was still prevalent in the area.
Partly due to efforts of community volunteers, guinea worm was eradicated from
Matameye in the mid 1990’s and from Niger in 2008. To borrow a term from one of the
international trachoma experts working in the field, trachoma is much less “sexy”, more
quiet, and more prevalent than guinea worm ever was. The successful strategy of paying
community members 5,000cfa (US $10) to identify an infection that was used during
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guinea worm work would never be practical with trachoma because of the great number
of people infected with the disease, and the difficultly of identifying cases of infection.
The vector of guinea worm, along with being much more dramatic than trachoma,
(meter-long worms that slowly bore holes in the skin from the inside and make their way
outwards) is much easier to identify and also much easier to avoid. By treating open
water sources, preventing infected people from entering the water source, and filtering
water collected from these sources with wide cloth filters; the disease was ‘chased away’.
As Issa bragged, “we worked together to chase away the worm”.
The elimination of trachoma program was a slow and quiet transition from the
celebrated guinea worm program. While working to eradicate guinea worm, Issa explains
about program supervisors who “came from Zinder, and even one time from Niamey;
One time even the US ambassador came to the Matameye market and watched us do our
education sessions.” The supervision of the trachoma program health educators has not
achieved this same level of intensity. The two hygiene and sanitation technicians
currently responsible for trachoma activity supervision in the district were also formerly
in charge of guinea worm work, however due to funding limitations, were not able to
provide supervision to all villages involved in trachoma activities.
In 2001, the Kawari community volunteers were trained in the meeting room
of the hospital in Matameye. For two afternoons the men watched nurses and public
health workers from Zinder speak about trachoma. Cold cokes and peanuts were
provided, and on the last afternoon the men were sent home with large laminated flip
charts illustrated with bright drawings and detailed explanations written in French on the
back of each page. Neither of the volunteers from Kawari were native French speakers.
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While Ibrahim had learned to read and write basic French in primary school, Issa
managed to decipher the messages using the literacy skills that he had learned in a twomonth course and a very limited French vocabulary that he had managed to pick up
along the way. He told me, “I learned everything during the training, and even remember
it today.” Both volunteers would translate the messages into Hausa for their non-French
speaking audience. The volunteers presented their health education messages anytime a
crowd was gathered (weddings, baptisms, etc.) with the aid of the flip chart [See Figure
14].
During the years of Zithromax distribution (2002 to 2005), once a year the
trachoma program would deliver cardboard boxes filled with donated azithromycin. This
medication was intended for everyone in the village with the exception of pregnant
women and babies under six months of age. Community volunteers would explain to the
village the purpose of the medicine, and encourage everyone to participate. The
volunteers were responsible for determining dosage (by measuring children with a
wooden stick provided for this purpose), and distributing the medication throughout the
community. Any unused medication was supposed to be returned to the program, but the
two volunteers in Kawari both kept what was left over each year [See Figure 15].
While I was conducting research, I was taken to a warehouse with several high
stacks of boxes containing azithromycin lined against the walls. This was medication
waiting for distribution, I was told. Although 2010 was the year when antibiotic
distribution was supposed to be re-launched by the Ministry of Health, it did not happen.
However, an American research project did distribute antibiotics in 48 villages in

142
Matameye, and I was told that the rest of the villages should be covered by the Ministry
of Health within the next two years.

Figure 14 A trachoma community volunteer shows his flip chart and

Figure 15 Expired azithromycin, left

explains the key messages that he used to share in the village

over from mass distribution

Two of the dominant themes of the health education provided by the
volunteers, as well as that disseminated by community radio, concern face-washing and
environmental sanitation, which includes the promotion of latrines. These sanitation and
hygiene messages were also supported with additional interventions. Three women from
Kawari were selected and trained to make soap to improve hygiene; however, due to a
lack of supplies and the labor-intensive process, they quickly became disinterested. In
addition, two masons from Kawari were trained in latrine building. Both of these masons
have since left the village to pursue more lucrative businesses: one to Arlit to engage in
commercial activities, and one to Zinder to build wells. Three latrines were built in
Kawari by the trachoma program between 2001and 2007 (two of which were still in use
at the time of data collection), but these were for the “richest of the poor”. Because
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households are asked to contribute financially with bricks and labor for the latrines, many
households state that they just cannot afford to participate in the latrine-building
programs.

Figure 16 Latrine built with assistance from the trachoma program

Although the volunteers recorded the number of education sessions that they
conduced each month in the notebook given to them for this purpose, they were rarely
visited by the trachoma supervisors based in Matameye, and eventually they stopped
doing health education. Issa explains, "If you are working hard and no one recognizes
your work, you are not going to feel good. If they would have given us just a little bit of
something, I wouldn’t have stopped. How many years did we work? And never anything.
Not five cents." Although working for an NGO continues to carry great social prestige in
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Niger, I sensed that, over the past ten years, there has been a great decrease in the desire
to work alongside a project. The prestige that used to come from just being on the
outskirts of project work that I saw when I lived in Kawari as a Peace Corps volunteer
seems to have greatly diminished since the beginning of the trachoma program.
The office of the trachoma supervisors in Matameye is filled with memories of
hopeful interventions gone by: a broken clock with the USAID logo on it, a Christmas
card wishing a Joyeuse Noel 2002 from Pfizer, and many stacks of papers with visible
NGO logos. Talking about past trachoma activities, one of the trachoma program
supervisors recalls the names of projects that have come and gone. “HKI (Helen Keller
International) used to be here, but now they are only near Niamey. ITI (International
Trachoma Initiative) has closed…BBC (British Broadcasting Corporation) was
supporting IEC (Information, Education, and Communication) posters and radio, but
they’ve left too. Now it’s only TCC (The Carter Center) that is doing trachoma in the
Zinder region…Funding partners have come and gone, but TCC is always here.” This is
remindful of the “alphabet soup” of aid work that Joralemon (2006) describes; the
acronyms being juggled with delicate accuracy.
During data collection, I attended the yearly planning meeting for the 2011
trachoma program that was held in a heavily mirrored luxury hotel in Niamey.
Representatives from the different regional ministry of health offices were in attendance
along with representatives from many of the different funding agencies involved in
trachoma elimination. This meeting was a time for the regional representatives to plan
their activities for the next year based on funding offered by the partners, rather than
following the opposite trajectory: first identifying needs for the region, and then
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requesting funds based on activities for the upcoming year. During this meeting I had the
chance to talk to many of the representatives from the regions, all of whom, there in the
air-conditioned conference room of the hotel around the heavily decorated table, seemed
to view this process with a sense of humor: a part of the game that needed to be played.
By 2005, funding for the supervision of the Kawari volunteers was eliminated,
along with funding for supervision of many of the villages that had previously been a part
of the trachoma program. At the time of data collection, the hygiene and sanitation
technicians, who also act as district supervisors, received monthly funding to supervise
30 villages for trachoma activities, but stretched this funding to cover 52. Sometimes
they worked in additional villages as well, or postponed work in some of the thirty target
villages so that they can stretch the funding. When asked to explain how this situation
occurred, Harouna, one of the supervisors, stated, “Some villages 'belonged' to certain
NGOs, then when the NGOs left they stopped being supervised." During the conversation
he received a text message from a village and says, “you see, I just got a text message?
That was from one of the villages that is not on the list. Even of these 52 villages, there
are villages next to these villages that want services. In your opinion, can that work?" He
then added,
We have trained the volunteers, that’s true...but we also need funding to
supervise them. Because, if you don't put pressure on people to do the
activities, it will be difficult. We are doing what is easiest, which, in reality
is not what produces the good results.
In addition to trachoma supervision, the technicians also oversee all other
hygiene and sanitation activities in the district, many of which are determined by the
outside funding available at the moment. In talking about the technicians’ past and
present work, the pride in their involvement with guinea worm eradication was contrasted
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by a frustration when speaking about trachoma work. Harouna explained that it is part of
his job to encourage people living in the district to remain optimistic about the program,
“And each time we see them they say, you of trachoma, when are you coming?... What
are we supposed to say? We just say, ‘we are coming’….We will always leave them with
hope. ‘We will come’...that's it"
The medical providers involved in the Zinder trachoma program conduct their
work with the program in addition to their already strenuous clinical commitments, and
also provide clinical services. This extra work with the trachoma program is unpaid,
except for per diems received for trainings and trips into the field. One medical provider
who oversees a busy clinical practice while also conducting trachoma elimination work
explains that this increased workload can cause problems “usually I use my weekends to
go out in the field. Sometimes I can go out when it’s not a weekend, but I usually go out
practically every weekend. And it can cause problems, because at the hospital they are
not happy, if I am not there, if there is an operation, if there is an emergency...”
While Pfizer donates Zithromax at no-cost, funding must be secured for the
distribution of the drug. During the first four rounds of drug distribution in Kawari,
funding for this distribution was provided by the International Trachoma Initiative (ITI).
ITI provided the medication and the funding to the health districts, which in turn, worked
with the volunteers to ensure distribution. The first round of drug distribution in Niger
took place in 2002, in a pilot test of 73 villages in the districts of Matameye and Magaria,
including Kawari. Over the next three years (2003, 2004, 2005), annual Zithromax
distribution continued throughout the Zinder region, with the exception of urban Zinder,
which did not have high enough prevalence to meet WHO guidelines for mass treatment.
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Pills were given out to adults, syrup for babies, and eye ointment for pregnant women (a
policy that changed for the 2010 distribution). The distribution in 2005 was the last
distribution for five years. In 2010, just after conducting the eye exams for this research
project in Kawari, another round of Zithromax was distributed, this time with funding
from an American research project. The project was working in select villages and
providing funding for drug distribution, while the Ministry of Health was looking into
how to finance drug distribution in the villages not selected for this project by discussing
their budget with international NGOs working in the region.
Trichiasis surgery is offered for free at the Matameye hospital at certain times
during the year as a part of trichiasis “camps”. Most people who have undergone surgery
in Kawari did so during one of these free camps, announced on the radio and by
community leaders. Usually these camps occur twice annually, but in the first five
months of 2010 five camps had already been held in Matameye. When the camps are not
in session, surgery costs 1,000 CFA per eye (US $2.00), a reduction from the 3,000cfa
per eye (US $6.00) that was charged until 2009.
Surgery takes less than 30 minutes to perform, and is conducted under local
anesthesia. Following the procedure, which consists of cutting the eyelid half-way
through, and repositioning the skin with sutures, the eye is bandaged and the patient is
sent home. The following day the bandage is removed. Although this procedure cannot
reverse any damage that has already occurred to the cornea, the surgery repositions the
eyelid so that the eyelashes do not touch the eye. This reduces discomfort, and prevents
any additional damage to the cornea and vision.
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Translation: The Program and its Audience
Education to Change Behaviors
Underlying most health education for infectious disease is an idea that, if
people just understood more about how disease is spread, they would choose to avoid
actions that can bring on disease, and seek prompt treatment if infected. The trachoma
program takes the uncertainty of staying well and getting sick, and tries to convince its
target audience of an ordered relationship between their behaviors and illness. Specialists
working with the trachoma control program perceive a great need for education to
increase knowledge of germ theory and the relationship between behavior and illness in
order to reduce the prevalence of active trachoma.
Unlike guinea worm education, which achieved its success in the Matameye
district by promoting two rather simple behaviors: (1) staying out of surface water if
infected; and (2) filtering surface water before drinking; the trachoma program advocates
changing multiple approaches to sanitation, hygiene, and treatment. One representative of
an international trachoma program criticized the education campaign in Niger as
containing too much unnecessary information about the biomedical factors related to
disease:
It doesn't really matter if people understand what causes trichiasis, or the
biological processes of trachoma. We are not trying to provide a medical
education, what we are trying to do is to change certain behaviors. People
only need enough information to change their behavior. It's not about
increasing knowledge.
He went on to add that only one "product" should be promoted at a time, for
example, face washing or environmental sanitation or tetracycline ointment for the
treatment of conjunctivitis. “Pepsi makes a lot of different products, but have you ever
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seen a commercial advertising Dr Pepper, Fritos, and Pepsi, all at once?” However, this
perspective seems to be in the minority. Many other trachoma program specialists
support providing at-risk communities with as much education as possible. For one
regional trachoma specialist, the root of all of the health problems in rural areas is that
“there is not enough connection between germs and trachoma." He says that this
education “must start at the beginning….with explaining why some people get sick and
why people stay well.”
A Village Free from Trachoma
Trachoma education materials often take the form of stories, which are shared
over community radios, by community volunteers with the help of illustrated flip charts,
or as illustrations on posters hung on health center doors. These stories contain an
emotive and background narrative elicited by scenarios that attempt to show who is at
risk for developing trachoma. Illustrations of villages without disease were particularly
interesting, as these villages were shown with an absence of human life [See Figure 17].
Education messages usually focus on prevention: flip charts show the
juxtaposition of a clean child without trachoma, and a dirty child with discharge coming
from his eyes, and the behaviors leading to these two outcomes. The boy with the
discharge from his eyes seems poor (no shoes, broken items scattered about the
household), and very sad. However the boy without trachoma is pictured wearing shoes,
in a wealthier household, and seems to be much happier. Whether this state of
happiness/wealth caused the disease or the disease caused the emotional and economic
state is not clear.
In my field notes, I describe a scene from the AC flip chart:
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A boy in a red shirt holds his hand to his eye. Both eyes are pink, and it
doesn't look like he can see very well. There are secretions coming from
one of his eyes and flies that circle his head. He has a toy in his hand, but
is crouching down in what looks like pain. Behind him is a woman her
eyes closed on a stool. She has the traditional stick of the blind, and has a
facial expression of misery. There is a tipped over calabash, and a mortar
on the side of the picture, a goat and a chicken are near the boy, and there
is water and feces on the ground.
A radio spot broadcast on the local radio explains, “How trachoma works is, if
the area is dirty, and you don’t take care of your eyes, the sickness comes into your
house.”
In contrast to the illustration of the household with trachoma, on the same AC flip chart
there is a full-page illustration of a clean village, free from the disease.
Four houses are visible, three made from cement/bricks, and one from
thatch. All have latrines with covers over them. The animals are all tied up
in areas that are separate from the households. There is nothing on the
ground: not a leaf, nor a cloth, nor a cookie wrapper, and while all doors
and windows are open to the houses, there is not a single person in sight.
It's like a ghost town. There are also no signs of human life that you
usually find in a village: no clothes hanging out to dry, no fire pits for
cooking, no water storage containers, no clothes that are usually hung
over the doors to keep out flies. Nothing.
For many of the target audience, there are hidden meanings that lie beneath the
explicit narrative of these educational materials: “Trachoma is not something that affects
normal people like us, trying hard to take care of ourselves. It is a disease that belongs to
the poor, the miserable, those who do not try to stay well”. The trachoma program does
not show everyday situations of life with the illness. In contrast, the message related to
eliminating trachoma from the community does not present individuals who have worked
to fight a disease. Rather, it presents an unrealistic scene of unnatural disease absence.
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Figure 17 Scene from the 2003 community volunteer flip chart shows a clean,
trachoma-free village (Ministry of Health, 2003)

New Concepts Introduced by the Program
The trachoma elimination program has contributed new ways of speaking
about eye disease as well as knowledge in the communities where it works. This new
knowledge and vocabulary, however, have not replaced existing knowledge about disease
etiology. The concepts promoted by the trachoma program have instead situated active
trachoma as a foreign concept and a separate disease entity for which the local population
is at little risk. Trachoma infection is being positioned as a condition that only affects
those who are unclean, and do not take care of themselves. While the idea behind these
messages is that they will inspire better hygiene practices, they have resulted in a separate
cultural model of disease for the biomedical condition of trachoma. This condition is
serious, yet only destined to affect those who do not care enough to take care of
themselves. In contrast, trichiasis, for which the cultural model promoted by the trachoma
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program fits closely with the popular cultural model, remains a disease that has always
existed in the community, and can now be treated in new ways since the introduction of
the program.
The term amadari introduced by the trachoma program to describe active
disease was not previously used in Kawari. When discussing their own experiences with
eye disease, individuals in the study households use the more general term ciwon ido (eye
disease) to describe a number of eye problems including conjunctivitis. During interviews
that collected information on about 57 separate eye disease episodes, mainly
conjunctivitis, no one ever used the term amadari. In addition, when asked if the episode
being discussed was related to amadari, all responded “no”. In contrast, gira, the term
used for trichiasis by the elimination program existed in the community well before the
program, and is used by community members to describe personal illness episodes.
Many of the preventive behaviors are also unfamiliar and rather unrealistic
concepts for both the trachoma educators and their audience. While nurses and volunteers
tell people to build latrines to keep from getting sick, neither of the volunteers in Kawari,
nor the nurse had a latrine for their own personal use. In addition, the behaviors of
keeping animals tied in one place away from the household and keeping every child’s
face clean at all times, do not take into consideration the daily workload, priorities, and
structural access of families in the village. Women, who are responsible for face washing
of children, spend a large part of their day providing water for their household from the
well, pounding grains for meals, as well as cooking and cleaning. Animals in these
households provide financial security and act as an important source of income. Keeping
the animals outside of the household creates the potential risk that these important
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possessions may be harmed or stolen without the owner’s knowledge. Additional
behaviors related to trachoma will not begin if their value is not perceived and,
especially, if they take time away from activities perceived as more important to daily
life.
One of the volunteers, working with a trachoma flip-chart in French (a
language that he struggles to understand), explained what he learned from the program
about the importance of latrines:
Your kids, if they defecate, you tell them to go to the latrine. Or if they are
little, they sit on the potty. Wherever he does it, right after he is done, you
wash it with water. That way flies won't see it to land on it. Or an adult, if
you don’t have a latrine, and if you feel like you have to go, maybe you go
way out in the bush, and you squat, and you don't see people, then you see
people coming. That's a problem with not having a latrine. It's better if
you can just do it in your house. They taught us a lot about this.
The way Issa speaks about latrine use seems like it is a theory that he has learned, but
something in which he does not quite believe. For someone who has never lived in a
household with access to a latrine, it is doubtful that one training and an illustrated flip
chart can suddenly convince him to persuade others to build and use latrines. A nurse at
the Kawari health hut (who also does not have a latrine in her own home) stated that,
when someone comes into the health hut, “I tell them to bathe their children, keep their
clothes clean, and to build latrines.” If the trachoma education concerning latrines was
that convincing, It would have been expected to see at least one new latrine built in
Kawari since the trachoma trainings, especially for or by those involved in the program.
However, these individuals seem to see latrines as theoretically interesting, but
practically unimportant.
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Interpretation: The Audience and Their Program
The positioning of active trachoma as a disease that only affects those who do
not take care of themselves has led the audience to perceive their risk of becoming
infected as minimal. While many individuals, especially young children, experience eye
problems, these are explained by popular models of etiology related to teething or natural
causes. The link between active disease and trichiasis is not included in popular
knowledge of trachoma, as these are seen as two distinct phenomena.
Rather than inspiring changes in hygiene habits, the trachoma education
messages have encouraged individuals living in Kawari to distance themselves further
from the biomedical definition of the disease, and from their own implication in trachoma
prevention. However, in creating action concerning the treatment of eye problems with
tetracycline and surgery for trichiasis these messages have been very effective. When
directly asked about the key messages of trachoma education, many people in Kawari
stated that they had forgotten the exact messages disseminated by the volunteers,
however, three key concepts about the disease were found to be shared between all study
households: (1) trachoma is caused by being dirty; (2) tetracycline should be used for
any eye problems, even those that are not trachoma; and (3) trichiasis surgery is free
and simple at the Matameye hospital.
The dirtiness that causes trachoma is seen to be more than just a lack of face
washing. It is an inclusive sort of dirtiness related to being a bad parent and not taking
care of oneself and one’s children. A thirty five year old mother of five children stated,,
“We learned from the radio that to avoid trachoma, we should take care of our kids.
When they wake up in the morning, wash out their eyes. Always. When they wake up
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and when they eat. Wash their hands. Put lotion on them and give them good food."
While the trachoma program intended this message concerning the link between hygiene
and trachoma to encourage people to wash their faces, it has also produced a stronger,
unintended consequence: that trachoma is only a threat for people who are dirty, not
people like "us" who take care of ourselves and our families. “Trachoma is caused by
being dirty. By not taking care of your children. There are many dirty people that don’t
wash their children’s faces in the morning, don’t keep their households clean, They just
don’t care,” reports a 43 year old mother of six. All of the study households reported
having problems with conjunctivitis, however none feel that these were caused by
trachoma.
Admitting to a case of trachoma is also admitting to being one of the dirty and
unhappy people pictured on the flipcharts. There is a shared model of amadari as not
affecting people who are clean and trying their best to stay well. Kazami/kazama (dirty
person/people) is often used to describe this type of person, indicating a gravity of a
situation that is difficult to change. A nurse at the Kawari health hut explains why some
of her patients are often sick, "They are kazama. They don’t wash their kids. If you go
into the village, start to look at the kids, you can see how dirty they are. You don’t even
want them to touch your son or to touch you." This dirtiness is not seen as a temporary
state, but rather a prolonged state of being that will not change.
Bebe, a 40 year old women from a study household explained that some people
are just dirty:
Some people, they don't care. Whenever they wake up, they wash their
faces, but they might not do it again until they bathe, or until they pray.
Others, they wash their bodies every time the go to the bathroom, they
look for soap and when they come out they wash their hands and faces.
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Other people, they don’t care, when they come back from the bathroom,
they just set down the sahani (water container) and that's it."
The eye problems that frequently occur in Kawari are not attributed to a lack of
cleanliness, but rather seen as a natural occurrence. In babies and young children,
conjunctivitis is usually attributed to teething, and never to trachoma. When discussing
with Nana, 25 years old and the mother of three, she explained that all children had
experienced “natural” eye disease.
Interviewer: Have you ever had eye problems (ciwon ido) here in your
house?
Nana: Yes. Both of them (pointing at the two smallest children), when they
were goyos (the age of being tied on the back). But just because of
teething.
Because conjunctivitis caused by teething is a natural occurrence, it is often not classified
as a “real” eye problem.
Interviewer: Has there ever been eye problems (ciwon ido) in your house?
W: Here in our house, no!
Interviewer: Not even when your kids were small? Or because of cedi
(teething)?
W: Oh yes, because of teething. When they were still breastfeeding.
Interviewer: Why does cedi cause ciwon ido?
W: Because of the teeth. When the teeth are coming in, then they all get
ciwon ido.
Conjunctivitis caused by teething is usually treated with tetracycline that, as a result of
the trachoma program is now available even in very remote areas. Beyond the use of
amulets, which are tied around the waists and necks of most babies, but viewed as not
always effective, interviewees express the belief that there is nothing that can be done to
prevent teething-related conjunctivitis. Ciwon ido caused by teething, by God, and is a
normal and natural part of childhood. In adults reporting eye problems, the perceived
cause was usually a foreign substance that had entered the eye and caused inflammation.
While it is difficult to isolate perceptions about trachoma created by the
elimination program, from those that have developed in response to other influences, the
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messages of the elimination program seem to have played an important role in the
development of contemporary cultural models of trachoma in Kawari. The strong
emphasis on the importance of drug distribution has shifted the perception of many
individuals involved with the program as well as those living in the community toward
the need for regular treatment with antibiotics in order to maintain a state of good health.
Trachoma prevalence has seemed to follow the cycle of the trachoma elimination
program over the period of ten years in Niger; decreasing when the program was scaledup, and increasing when program activities were reduced. This indicates that, in a way,
the program “worked”; however, the goal of the program was to produce a sustainable
reduction in trachoma prevalence, and it is this sustainability that was not achieved. One
of the main reasons for this is the lack of sustained behavior change.
Chapter 6 presents the themes of uncertainty and certainty revealed in
interviews with individuals working for the trachoma program or living in Kawari. The
perceived uncertainty of the benefits provided by behaviors promoted by the elimination
program is compared to the certainty of practical everyday behaviors that may perpetuate
the transmission of active trachoma infection. Program implementers and the target
audience negotiate these perceived benefits within structural constraints as they construct
a narrative about trachoma and make everyday decisions related to the disease.
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Chapter 6: Uncertainty and Certainty
Uncertainty was the most common theme in interviews that discussed staying
well and getting sick in Niger. Popular cultural models of illness in Kawari included
many different etiology and treatment models for the same symptoms, and these were
often changed with fluidity in response to individual situations. Respondents often
described treating illness symptoms using different medical systems until the illness
began to respond, leading to the proposal of an etiology and diagnosis of the condition.
However, even more commonly, respondents reported that the source of illness was never
clearly identified, and symptoms were attributed to a natural, unpreventable cause.
While respondents expressed great hope for the efficacy of foreign treatments,
and a shared attitude of openness toward trying new medicines and their potential
capability to improve health, an acceptance that some diseases could neither be treated
nor understood was demonstrated in these interviews. The ambiguity of active trachoma
and trichiasis fit well into this context of uncertainty. Although the trachoma program
sometimes positioned the disease as a direct cause-and-effect, many aspects of
trachoma’s progression to blindness and trachoma prevention remained uncertain, even
for the medical community. This uncertainty was felt at the village level, and tempered
the interaction of the target audience with prevention messages.
The certainty of the theme of managing everyday life in Kawari stood in
contrast to the uncertainty of health and illness. Proven benefits which resulted from
raising animals, managing household water and sleeping conditions seemed to hold
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priority over any of the less certain outcomes of behaviors promoted by the trachoma
elimination program. The priority of successfully managing daily life and negotiating
proven outcomes came first for interview participants, surpassing the uncertain benefits
of behaviors endorsed by the program. For example, although the program urged
households to keep animals away from living areas in order to avoid flies which may
transmit trachoma, respondents expressed the conviction that the security of animals
(important sources of wealth and savings) had a more certain outcome, and was therefore
greatly more important than this behavior. The risk of theft or harm occurring to animals
kept away from the living areas was greater than the potential health benefit of keeping
these animals tied up in an area outside the household.
While the uptake of surgery for trichiasis was a new behavior promoted by the
trachoma program which was very successful, the availability of this surgery was also
interpreted to mean an increase in the severity of the disease from what it was in the past.
The availability of trichiasis surgery, for some, seemed to have led to the perception that
because trichiasis now requires specialist intervention, the condition has become more
dangerous. While once trichiasis was something that could be taken care of at home with
tweezers and a willing friend or neighbor, it has been moved into the more severe
biomedical realm. “In the past, Alia used to take out my eyelashes that caused pain, but
then the hospital came and said that it wouldn’t work anymore. Now the eyelashes had to
be operated upon to come out,” explains Souleymane, a 70 year old man who recently
underwent trichiasis surgery.
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Of Azithromycin and the Woman Who Shakes
In both the research community and within the universe of trachoma
prevention theory and practice, there is a strong uncertainty surrounding the prevention of
blindness from the condition. The purpose of mass azithromycin distribution goes beyond
the short-term goal of lowering the prevalence of active trachoma. The intended impact
of this activity is to prevent future blindness by breaking the chain of active infection
progressing to trichiasis and then onto corneal opacity. However, the key link in this
chain: the connection between active infection and trichiasis remains slightly unclear,
even to experts in the field. Although studies have identified women and individuals with
repeated exposure to active infection as more at risk for developing trichiasis, it is
impossible to predict who will eventually go on to develop this stage of the disease.
When asked why she thought some people developed trichiasis and others did not, Amina
, a 28 year old respondent with two small children said that I should know the answer to
this question. I had to admit that I did not know, and that no one really does.
Although the mass distribution of azithromycin is being done with the
intention of preventing future blindness, whether or not this will really work remains a
mystery, even for those implementing the program. Although the short-term effect of
drug distribution on the reduction of trachoma prevalence has been demonstrated
(Lietman, et al. 2009b; West, et al. 2004), whether or not, after many years of massdistribution these results will be maintained, remains to be seen (West, et al. 2011a). In
many ways, this situation fits in perfectly with the approach to health engaged by most
individuals living in rural Niger where health is positioned as a personal and often
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mysteriously attained state. What may trigger a state of ill-health for one person may not
for another, and states of health are difficult to predict. As I describe in my field notes,
A woman probably in her sixties, holding a toddler began to shake rapidly
following her eye exam. The research team implementing a project studying the
impact of azithromycin on trachoma prevalence was examining the eyes of all
inhabitants in a village near Matameye City, and I had joined them to observe
and assist with translation. Shano (a Nigerien ophthalmologic nurse) quickly
took the little girl out of her arms and carried the woman to the ground. The
woman bobbed her head like she was dancing, as her eyes rolled back in her
head, and her shoulders shimmied. She recovered quickly, and sat up on the sand,
leaving the surprised eye exam team staring at her in confusion. “It’s magic, you
must know this by now after all the time you’ve lived in Niger, you should explain
it to Travis (the American ophthalmologist who was conducting the exams). When
someone touches the old woman’s head this is what happens, ” Shano told me. A
few minutes later, Travis and I talked about the invisibility of trachoma and
trachoma medication. He stated, “we are giving out pills for a disease that you
can’t see to possibly prevent people from going blind in thirty years. And we
think the woman who shakes when her head is touched is hard to believe”
[emphasis in original]
For the Americans from the trachoma program who were there to witness the
response of this woman being touched on the head, this was an irrational reaction.
However, for Shano, and other Nigeriens who are used to living in a context of plurality
of medical systems, this was just one health-related reaction to an external influence. The
mystery of this system of “magic” was no less rational than the mystery of eliminating
future blinding trachoma through the mass distribution of drugs. While the theory and
expected benefits of drug distribution are well understood, this is something that is being
attempted with hopeful expectation of the desired outcome, which is far from certain,
even for those working with the elimination program themselves.
At the community level, even the short-term impact of azithromycin on active
disease is approached with a hopeful uncertainty. In this context of medical pluralism,
where many different treatments from different medical systems are often tried before
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finding one that works, azithromycin has been accepted as a worthwhile, but not certain,
option. Although most people in the study households received (and took) the pills during
mass distribution, most also had no idea what the pills were for. When asked if she
remembered the pills that were distributed recently, Nana, a 38 year old mother of four.
said she did, she added that while , her husband was not there for the distribution, she and
all of her kids received treatment. When asked if she knew what the pills were for, she
responded: “They didn’t say what they were for, they just gave them to us and we took
them”
Eighty-seven of the 106 study participants reported taking azithromycin during
the distribution that occurred during this project fieldwork. The pills are referred to by
their color (red), or as a complet, the outfits worn by women in Niger that consist of three
pieces: the headscarf, the skirt, and the shirt. This name reflects the three pills that are
usually given as the adult dose. Certain individuals reported feeling tired and hungry after
taking the medicine, others said they had an overall feeling of improved health, and some
felt nothing at all. Gwama, the first wife of a study household head, with seven children,
said, “It made us hungry right away. Even though we'd already eaten, As soon as we took
the medicine, we were hungry. And then our bodies felt dead. But we felt really good.”
Most male heads of study households responded that they felt “better” after
taking the pills, however the details of how exactly this feeling was manifested was
usually not explained. When pushed for details, general assertions of good health were
given, “I feel strong” (Galadima); or “I don’t feel feverish anymore” (Hardo). Because
azithromycin is also used to treat a wide range of bacterial infections, it is possible that
these feelings of improvement were a result of the drug clearing out other infections
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besides trachoma. 11% of heads of households, and many women expressed having
diarrhea or stomach problems following azthromycin treatment.
Table 4 shows the feelings reported by male household heads after taking the
mass distributed azithromycin. Of the 14 men who received treatment, most (56%)
reported feeling “better”, although this was usually a very general explanation. When
probed further, many respondents did not describe in exactly what way they felt better
after consuming the medication. Responses ranged from: “stronger” (Galadima, 53 years
old) to “no pain in my body” (Mati, 36 years old). Several respondents also mentioned
feeling tired or feeling no change at all following treatment.
Even after responding that they did not know what the pills were for, many
individuals reported feeling better after azithromycin treatment. In one household, after
learning that the pills were to treat eye disease, one man with corneal opacity due to
trichiasis was very disappointed that the pills had not remedied the damage to his cornea.
He stated: “They gave us the red pills, and I took them. But I didn’t feel anything. When
I look it is always like a storm is coming" Although there is anecdotal evidence from
other villages that azithromycin improved the sex lives of some (presumably by treating
sexually transmitted infections), no one reported this same phenomenon in Kawari.
At the elimination program level, there seemed to be little concern about drug resistance
due to the mass distribution of azithromycin, even though short-term resistance and
resistance after several rounds of mass distribution have been demonstrated in several
studies (Fry, et al. 2002; Leach, et al. 1997). When asked about the potential for
resistance, one technical specialist at the national program level told me, “the immediate
benefits of the drug are much greater than what may happen. We know what will happen
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if we give out the zithromax, and that’s what pushes our work.” Even though, in causal
conversations, when I mention mass-drug distribution to non-specialists, questions about
drug resistance are usually brought quickly into the conversation, the subject is rarely a
most likely should be. focus of discussion with trachoma specialists, even though
research results indicate that it likely should be.
Table 5 Participating head of household perceived efficacy of mass drug distribution
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Of Staying Well
During my time in the field in Niger, in the days following the death of a Peace
Corps volunteer from unknown causes, I was reading Harry Potter Chamber of Secrets in
the evenings to my son. The description of Percy, a prefect at Hogwart’s School’s
reaction to a fellow prefect’s attack, reminded me of the reaction of the other Americans
living in Niger at the time. “Percy’s in shock,” George told Harry quietly. “That
Ravenclaw girl- Penelope Clearwater-she’s a Prefect." I don’t think he thought the
monster would dare attack a prefect”
(Rowling 1999:278)
In Niger, more than anywhere else that I have ever lived, I saw a lot of death.
Women who lost babies, and babies who lost mothers. Too many toddlers who grew
progressively more skinny and then were gone, babies who grew and made their mothers'
bellies fat, and then were born limp and never lived. And also adults, people my age,
friends for the ten years that I have been working in Niger who, like my friend Nouru,
just all of a sudden become sick and sicker and then disappeared. Working in public
health, I had my own framework to explain why this happens: malnutrition, unassisted
labor, malaria, AIDS, even when the cause of death is never determined. As an American
living in Africa, it is easy to feel immune to the threat of these sudden, sometimes
mysterious deaths that happen often to the “locals” with whom we live. While I was
conducting my fieldwork, a 26 year old Peace Corps volunteer suddenly died for no
apparent reason, lying at home in her bed, a few blocks from where I lived, and it was a
shock to the American community. Maybe we are not really immune. Maybe any of us
could go at any time without any warning or explanation.
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These feelings were just a glimpse into the world that most Nigeriens navigate
since birth. Being healthy is not something that someone earns or works for, it is just
something that happens (or does not). The certainty that exists in biomedical
rationalization of illness (“he had cancer because he was a smoker.”) has no place here.
Staying well is often viewed as a matter of luck. Luck in not getting sick, and then the
combination of coming across the right medicine to prevent any problems from affecting
you, and finding the right medicine when you do become ill. Because medical tests are
relatively expensive and not routinely available in the village, most sicknesses in Kawari
are treated symptomatically. If the first treatment used provides no relief, other treatments
are tried as well. There are several medical systems used in Kawari to prevent and treat
illness, and these are generally seen as belonging to two groups: nassara
(“foreign”/biomedical) medicine, and Hausa medicine. Nassara medicine includes
biomedical treatment available at government health facilities and informal drug sellers,
while Hausa medicine includes traditional plant-based and spiritual based healing as well
as Islamic healing.
Interviews showed that both of these groups of therapies were seen as useful,
and the two systems are often accessed for treatment of an illness episode until one starts
to seem like it is effective. As Ibrahim explains:
“If people go to the health center and the medicine doesn’t work, then the health
center will send people to seek a different kind of medicine, like from a herbalist.
Or others try Hausa medicine first, then if that doesn’t work, then they go to the
hospital.”
While the tables selling biomedical treatment in the main square of Kawari act
as the primary source of curative medicine for the village, other systems of medicine
were also described as being important, especially after biomedical intervention fails.
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Respondents described diseases as each having a corresponding treatment, and recounted
their attempts to engage different treatments until one was found that works. Many
individuals interviewed described traditional medicine sellers and biomedical health
facilities sending their patients back and forth according to need. Haja states, “sometimes
the hospitals can look at the person and know that their medicine won’t work. That the
person needs our medicine. Hausa medicine. And then they send him to us.” Although no
biomedical health care workers reported sending their patients to seek care from the
Hausa medical system, they did express certainty that nassaru (foreign/biomedical)
treatment does not work for all sicknesses and sometimes Hausa medicine is needed. The
Hausa medical systems include both supernatural (Islamic or pre-Islamic), and, more
banal, practical (herbs, surgery) methods. The photos below show several of the products
which were available in Kawari during data collection, and which were used regularly by
study households to maintain good health. These medications were often described as
being used in combination with biomedical treatment at well.
When Haja Whati , a seller of Hausa medicine who often sells herbal
medication for the treatment of conjunctivitis, was asked which is stronger, the medicine
that she sells, or the medicine available at the biomedical health hut, she responded, that
it depends on the situation and the person being treated: “A person can’t just say that
their medicine is the strongest. The one that is the best is the one that works and makes
you feel good. If someone comes to me and gets medicine and says that he's better, then
that medicine is the strongest for him."
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Figure 18 A prayer being written in ink to
later be rinsed for drinking

Figure 19 A spiritual and
herbal medicine seller with
some of his remedies
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Study households described the process of drawing from all available medical
systems as needed. Although these systems were conceptually divided into Hausa and
foreign, most respondents reported using both of these systems to treat illness. Trachoma,
although reported most often treated with biomedicine, was sometimes treated by Islamic
or pre-Islamic Hausa medicine as well.
At the time of data collection, Aziz, an eight-year-old boy, had been having
problems with his eyes for the past year. His mother explained the progression of his
disease and efforts that the family made to help him find relief:
At first, if he lay down, his eyes would start to water and he said they hurt. So we
took him to the clinic in Matameye. We bought four tubes of "pharmacie"
(tetracycline ointment) and 2 "dan dace" (eye drops)….They just told us what
medicine to buy, they didn’t tell us what the sickness was. Then when we came
here, we put the medicine in his eyes, and it looked like he was getting better, but
then the problems came back. It looked all better and then it came back again. It
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was watery like I don’t know what. Then I went to Haja and bought Hausa
medicine from her. It was a kind of kohl, and I started to put it in. If I put it in, his
eyes would turn red like blood, but then they would get better, but then it would
come back after a couple of days. I got the medicine from her twice, and then I
stopped. His father took him back to the hospital in Matameye and got eye drops
again. After he put that in then it looked better, but sometimes when he wakes up
his eyes are red like blood….The past couple of days I’ve been putting in
something that someone told me about. Hausa medicine. Some plants. I pound
them and when they become watery I put them in his eyes….and he feels cool.
After he lies down with it on his eyes he says that they don’t itch anymore and he
doesn’t need to rub them.
While respondents agreed that both biomedical and Hausa treatments work for
certain types of eye diseases, other sicknesses were identified as always needing Hausa
treatment. Anything neurological or psychological was seen as having a spiritual cause
(cutan iska) and reportedly never be treated with nassaru medicine. In addition,
respondents described diseases that had a purely physical manifestation of symptoms but
were also seen as having an underlying spiritual cause and requiring treatment both on a
spiritual, as well as physical, level. Garba, a Hausa medicine seller, explains the only way
to determine the difference between illnesses requiring biomedical medicine, and those
requiring Hausa medicine is to see how symptoms react to treatment:
Cutan iska, (spirit disease) the way that you can identify it is, you see, if you get
medicine from the health clinic, the person is going to have even more problems.
And sometimes people come here and they ask for medicine and it doesn’t work,
so we say, "you go to the clinic", this one is not ours. It’s foreign.
The chart below shows the medical systems used by study household members
in the month preceding data collection. All fourteen study households reported drawing
upon all available medical systems for prevention and treatment of illness within the past
year. The use of one system did not seem to reduce the use of other systems.
The medications that were found to be used most frequently were plant-based remedies,
including the prevention medication for zahi (“heat”), which was reported to be used by
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family members of all ages as frequently as possible. Zahi, which may lead to symptoms
including hemorrhoids, skin problems, or diarrhea is a condition that is perceived to be
caused by diet, overwork or exposure to the sun, and has no direct equivalent in
biomedicine. While most men did not report using services at a biomedical health facility
during the year, after medicine for zahi, the second and third most frequently listed
medications were biomedical and those bought from the tables within the village. Women
were more likely than men to use government health facilities, however the survey tool
did not distinguish between visits for the women themselves or for their children.

Table 6 Use of different medical systems among study households in the previous month

Government biomedical services are relatively new to the area, and have only
been regularly available in Kawari since 2005, when the health hut was built; and in
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Matameye since the late 1970’s. These services are, in theory, free for children under five
years old, however interviews and observation showed that this was often not true in
practice. Because of the frequent stock-outs of medication and long waiting times
involved before being seen by a healthcare worker, many people expressed a preference
for accessing biomedical treatment from informal providers, like the owners of tables in
the village center.

Figure 21 Kawari health clinic

The health clinic was built in Kawari in 2005 (see picture above), but many
people expressed a preference for continuing to access services at the larger hospital in
Matameye City, usually making the six km trip (one way) by foot. Study households
expressed concern for the lack of medication at the health hut, and described an
environment that is neither welcoming nor able to effectively provide services, regularly
referring patients to the larger hospital in Matameye instead of providing treatment at the
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facility. “She [the nurse] never has any medicine. She just looks at us and says that she
can’t help. That we need to go to the hospital in Matameye. She gives us a paper and tells
us to leave,” explains Fati , a 25 year old mother of two young children. Interview
respondents described the frequent absences and condescending interactions with the sole
nurse employed at the facility. Fati continues, “she doesn’t want to be bothered. If it is
lunch time or if it too hot. She can’t do anything for us. Or sometimes she has travelled
and the clinic is closed for days.” Respondents expressed a preference for buying
biomedical treatment directly from the tables in the village center, rather than
experiencing the challenges of using health hut services, despite a strong distrust of the
quality of medication bought from these tables. The tables regularly stock most of the
common medicines prescribed by the government health facilities, but these are often
brands manufactured in Nigeria or India, and sold by pill, rather than in a full treatment
course.
Although the representation of medicine from the village square tables as being
expired or of questionable quality was shared widely among those interviewed,
individuals from study households used these tables as their main source of curative
medicine. Issey, who had sold a great deal of medicine at his table (in addition to other
household and food items) over the five years preceding data collection, described how
individuals depend on his table as an important source of curative medicine:
Interviewer: Are there a lot of people that come and get medicine here for their
kids?
Issey: Lots
Interviewer: How come they don’t take them to the likita [health center]?
Issey: If they come here...then the likita doesn’t have medicine.
Interviewer: But I’ve seen medicine there
Issey: Well....people are always coming here.
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Interviewer: I was at the likita yesterday and I saw that they had a lot of
medicine. But people say they never get medicine
Issey: Every week I buy medicine and sell it all before the week is over. Last week
I bought over 10,000f worth, and now it’s all gone. It’s rainy season now.
Everything is being bought.
The following photographs show one of the tables, located in the square which
forms the village center. In addition to selling food, oil, soap etc., these also sold many
curative and preventative biomedical treatments.

Figure 22 Table in the village center with its products

Figure 23 Box of medication for sale at the table

on display

An interview with a local nurse showed that she had also noticed that people
prefer to buy treatment from the tables rather than go into the clinic. She complained,
“people don’t come to the health hut. They just want to spend 25f at the table and then
when the medicine doesn’t work, they come here. The medicine at the table: they don’t
know the dose, it’s touched by everyone, and people don’t take enough, they always only
take 1 or 2 (pills)"
“If We Don’t Put it on, We Don’t Feel Good”
Surveys and observation in Kawari showed that individuals depended on
preventative medicines to maintain a level of “normal” health. These medicines came
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from both the biomedical and Hausa medical systems, and included kohli (kohl) used for
the prevention of eye disease mainly in babies (of both sexes), girls, and women. Kohl is
a black eyeliner available in either powder or cream form that is applied with a stick
applicator made from wood, metal or plastic. The distribution of azithromycin as a
preventive medicine fit into this context of health maintenance very well.
Kohli applied to the eye plays an important role in the prevention and treatment
of eye disease. Likely brought into the area with Islamic medicine, the use of kohl is
recommended in the hadiths (reports of statements or actions of Muhammad not found in
the Qu’ran) and many early Islamic medical texts. All women interviewed in study
households reported owning at least one tube of kohli, with an average of 1.7 tubes of
kohli owned per woman. Women and girls reported applying kohli daily, both for beauty
and to prevent eye problems. In babies of both sexes, kohli was reported to be used to
prevent kohlkwatan torawa, white lice that live in the eyelashes from birth and are seen to
pose a health threat to all babies and toddlers. Bebe a 40 year old mother of four,
explained that when she uses kohli on her infant son,
“Sometimes I see that he has a type of kohlkwata that comes out from his eye.
They squeeze out of the eyes. A little bug, they make little pimples on kids’ eyelids.
Then I put kohli on him and they disappear…In adults kohli makes eyes feel
better, and look better.”
Uwani added that kohli is something that needs to be applied daily in order to
have healthy eyes,
“If you feel something in your eye, and you put on kohli, it will come out and your
eye will feel good. If you get used to wearing it, on a day when you don't wear it,
your eye will be all red and it won't feel good. But if you put on kohli, it will feel
better.”
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Mothers reported applying kohli to boys’ eyes until they become toddlers, and
also stated that older boys and men may also kohli if their eye feels itchy or is red. Some
suffers of trichiasis reported using kohli to address itching, both before and after surgery.
Tubes of kohli are shared among household members, and this may be an important
source of active trachoma infection, especially in babies. For women and girls, the idea
was also found that if kohli does not work in addressing eye problems, it could still be
effective for the religion and beauty aspects. Kohl has a strong relationship with Islam in
most places where it is practiced, and it often mentioned in religious texts as a way of
preventing eye problems. The photos below show a few of the different varieties of kohl
that were available in Kawari at the time of research, ranging from homemade to
imported.

Figure 24 Imported kohl for sale
in the Matameye market

Figure 25 Homemade kohl

Figure 26 Imported kohl
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Figure 27 A study household member applies kohl to the eyes and eyebrows of a neighbor

Of Foreignness
Although a few providers of medicine in Kawari were found who made
preventive and curative medicines themselves (either Islamic rubutu, or pounded dried
plants), the vast majority of medicine consumed in the village was brought into the
village from outside sources. Hausa medicine often came from travelling sellers that set
up in Kawari for an afternoon selling their products. One day, while I was conducting my
fieldwork, a man came to sell medicine to protect against snakes. He also came with two
snakes that he used to demonstrate the effectiveness of this medicine, which was a
powdery mixture of dried herbs to be mixed in water and drunk.
Many people rushed to buy this medicine after his presentation, saying that it
was especially important to protect the children who are often sent to collect grass for the
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animals in areas where snakes may live. However, no one with whom I spoke knew this
man or where he was from. This foreignness seemed to act to increase the perceived
potential power of his product. Many people spoke of the fact that this medicine had
travelled far, and that where the medicine was from, people were experts in making this
type of medicine.

Figure 28 Traveling medicine seller demonstrates the power of his medicine that keeps him safe from snakes

The medicine sold at the tables was mainly produced in Nigeria or India, with
some also imported from France. Although interviews revealed the perception that the
quality of these medications was much worse than those found at government health
facilities, some of the medications found at the tables were exactly the same as those
available in local public health facilities. Many types of medication are found at these
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tables, including antibiotics, pain reducers, and medication to improve sexual
performance (for men). According to household participants, the reliable availability of
these medications at the table as well the option of buying partial courses of medication
(even just buying by the pill) attract many customers. Clients were often seen purchasing
one or two-days-worth of treatment for infection. The price of medication at the tables
was, in general, much less than at a public health facility or official pharmacy. Clients of
these tables expressed an appreciation for the ability to choose their own medication,
rather than rely on the prescription of a health provider. When given a choice, most
individuals interviewed stated a preference for the medicine coming from further away,
especially from France. Respondents often stated that they did not like to buy their
medicine from the tables and preferred the medicine from the pharmacy in Matameye
that carries more European medicine at a much higher price.
In addition to traveling salesman that pass through Kawari selling plant based
medicines, many Qur’anic school students pass through the village offering to write
verses of the Qur’an for money. Likewise, it is also common to see public health
interventions that come through with medicine from far away (usually imported from
Europe or the US). I observed the prayers written by the Qur’anic students being washed
from their wooden boards and drank, to treat and prevent a variety of conditions. Along
with the treatments offered by public health interventions, these students have become a
part of the health care resources available in the community.
A joke that was repeated often in Niger when little kids saw me (and other
non-Africans) is that their parents say "watch out, she's going to give you a shot", and
laugh watching the kids tremble in fear, showing the strong association between
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foreigners and health care. It was also very common, even within the study households
who know me well, to ask for pills or medicine to which I may have access in the US,
and the demonstration of a belief that I could act to connect the community with the US
medical system. It always seemed to me that an enormous amount of hope was placed
onto the belief that pills from the US would work better than anything available in
Kawari. As Baba Langa , a village elder and a good friend explained, “If nassaru
(foreigners) are giving out medicine, then everyone wants it. We think it’s stronger than
the medicine in Niger”.
Part of the extreme acceptance of the mass distribution of azithromycin can
likely be attributed to this perception concerning the efficacy of foreign medicines.
Although a suspicion of foreign interventions was also evident, interviews revealed the
strong desire to try out free and possibly very effective medication like that distributed by
the trachoma elimination program, which may win out over these doubts. While I was
conducting household interviews, I was told about "my cousins" (a joke, since we were
the only non-Africans in the area) who lived in Matameye. This Baptist family held a
health clinic at their home every Friday with a line of sick and interested clients forming
in front of the gate of their home and stretching down the sandy street.
Gwama, who had been having health problems for many years, was very
interested in seeing what these missionaries could do for her. Her story is typical for
many people living in Kawari: she had pain in her legs for which she had used many
different types of treatments (from many different medical systems), without getting any
relief. She really wanted to try out the medicine offered by this missionary family, and I
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offered to drive her there. She came back with several groups of pills in small bags and
said that she felt a lot better. Her pain had been reduced and she also felt stronger.
I write in my field journal,
Gwama’s leg has been hurting for the past fifteen years. Her whole leg hurts from
inside the bone. It’s sometimes the cold or the rain that brings it on. She doesn’t
know what caused it to begin; it just started and hasn’t stopped. First she went to
the hospital, they gave her shots, which didn’t help. Then she bought pills from
the table, but it still hurts when she is walking or sitting. She used to be a much
nicer person before the pain, she says. Now she’s using Maganin Hausa (dried
herbs/plants) that she got from a Fulani household on the outskirts of Kawari.
After the missionaries treated Gwama, I went to visit them. A husband and
wife with two children, they lived in a large house with a walled yard. Neither of them
has any medical training, and they mainly handed out small bags of powdered milk,
vitamins, and Motrin to the fifty or so people who come for treatment every Friday.
However, despite their lack of medical training, they have a lot of confidence in their
abilities. Krista, the missionary wife explained, “I’ve gotten really good at diagnosing
people with AIDS. I don’t even need a blood test. Of course, I don’t tell them, I just tell
my husband.” Along with the medicines, they also handed out tapes and books about the
Bible, their main purpose for welcoming so many strangers into their home each week.
While I was interviewing the missionaries, I asked if they ever treated people
with eye problems. They had stopped treating eye disease, they told me. While once they
used to give out antibiotic eye drops for most cases of red or painful eyes, they no longer
did this. People did not want the eye drops anymore. After the missionaries had
distributed the eye drops, they began to hear stories that, people had reported seeing Jesus
everywhere that they looked. Soon after, their requests for help with eye problems
diminished greatly, and they stopped distributing the drops, now resorting to Motrin and
multi-vitamins.
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For years, Kawari has been the target of many public health interventions.
While I was conducting interviews, there was a food aid program in place for mothers
with young babies. The program distributed fortified flour mixed with powdered milk
and sugar, intended for use as a porridge for toddlers at-risk of malnutrition. I saw many
women loaning and borrowing young babies so that they could participate in this aid
program. Interviews showed many people to be very excited about the possibility of
benefitting from this free program. A neighbor (who appeared to be past reproductive
age) came into one of the households where I was conducting an interview and expressed
her dismay that she will not get any of the free powder because she did not have a
toddler. She was told, “You’ll get one. Don’t worry. God willing, you’ll get one.”
In addition to food security interventions, there have also been several
sanitation programs that worked in the village to build latrines, including the trachoma
elimination program. During interviews, all households expressed their interest in having
a latrine built however, only a few of the richest houses in Kawari had participated in the
latrine programs which required a contribution from each household in return for material
and technical support to construct latrines. In addition to the politics associated with the
program that have led to only the richest households being served with latrines, there was
also a demand for receiving latrines as "a gift". Interviews in study households led me to
feel that no one was sufficiently convinced to give of themselves, their energy and
finances in this way in exchange for a latrine. As one head of household, Amin,
explained, “We want them to bring latrines here”, and “we want latrines, but no one has
given them to us yet".
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Of Everyday Life
While messages from the trachoma program have certainly impacted the
knowledge of individuals living in Kawari, their impact on daily behaviors is less visible.
Decisions concerning hygiene and sanitation are made by household members in
consideration of everyday certainties, rather than hypothetical consequences highlighted
by public health interventions. Actions are prompted by the economic and personal
certainty rather than the uncertain and ambiguous outcomes predicted by the trachoma
program. While men in study households were responsible for the economic support,
women managed most of the everyday decisions concerning the distribution of resources
within the household, and sanitation and hygiene while at the same time engaging in
personal financial activities.
For these women, raising animals in order to have personal income, and
managing household activities within material and time constraints takes priority over
integrating the advice of less-certain public health messages into daily life. Within study
households, participants were faced with immediate concerns of having enough drinking
water, enough food, and negotiating serious episodes of ill-health. While episodes of eye
problems were treated with eye ointment, these were surpassed in importance by other,
life-threatening illnesses present in the community. Taking care of children in order to
prevent eye disease was also shadowed by the importance of taking care of children to
prevent other diseases, or just to show that children were well taken care of in a very
practical, everyday way.
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Of Kiwo (Raising Animals) as a Gift
“If you kiwo, you don’t have any problems. Whatever comes up in your life, you can sell
your animals and take care of it.”
Although the trachoma program discourages people from keeping animals in
or near living areas, all study households engaged in kiwo (animal husbandry) and had
animals living in the compound. The benefits of the alternative behavior promoted by the
trachoma program: keeping animals outside of the compound, or not raising animals at
all, do not outweigh the risks. To keep animals outside of the household is to risk them
being stolen or becoming lost, and the certain benefit of animal husbandry far outweighs
the uncertain negative outcome of eye disease cautioned by the program. Although the
trachoma elimination program strongly advises to keep animals away from living areas
because of “eye-seeking” flies which breed in animal feces and may spread trachoma,
during my fieldwork, I never noticed more flies in households with more animals. I also
did not notice more flies on children who live in households with many animals during
my child-following observations. Because the households are open, except for straw
fences, and located very close to one another, flies do not seem to remain near the animal
feces, even if that is where they breed. Flies can be observed moving from house to house
in search of moisture or shade.
The photo below shows an animal enclosure in a study household. Although
the animals are kept in a separate enclosure, this area borders on the family’s sleeping
and living space.
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Figure 29 Animal enclosure in a study household

All households included in the study were involved in animal husbandry of
sheep and/or goats, and sometimes poultry (chicken and guinea fowl) as well. The
households possessed an average of nine sheep/goats, ranging from as few as one to as
many as 39. Three study households also owned bulls. Thirteen of the fourteen
households had a separate area within the compound for their animals. In these
households, the animals were tied to posts pounded into the ground in an area in the side
of the yard. This area was usually separated from the rest of the yard by logs laid along
the perimeter, and was also used to throw household waste, feces of babies, or other
“dirty” things. However, all animals, especially those that are perceived as needing
“fattening up,” were allowed to graze freely at different points of time, either roaming
within the household or in the fields where crops are not being grown.
Although a great more animals were tied up during the rainy season (to keep
them from eating the growing fields), when the bulk of my fieldwork in Kawari took
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place, every house where interviews were conducted had at least one or two animals that
wandered through during the course of my observations and interviews. Animals
wandered through the yards, eating bits of food and sometimes defecating. Women from
the study households are well aware that the waste from the animals could cause health
problems, but this uncertain outcome is surpassed in importance by the certainty of these
animals to provide for the future.
In addition to the possible public health implications of having animals living
in the compound, these animals also used a lot of the household water supply. Of the 35
liters of water brought into the households each day, an average of eight liters were used
for animals, in addition to waste water from rinsing rice, washing vegetables, etc. This
was slightly more than the 7.5 liters used for bathing. In addition to serving the animals
water, food must be given, and the animal area kept clean.
Despite the energy needed for their care and water needed for their
maintenance, animals were seen as an important asset for study households. Animals
acted as an important form of savings, especially for women who used the profits gained
from selling animals for their own needs (in contrast to the income brought into the
household by the male household head which was allocated for the use of the entire
family unit). All women interviewed reported kiwo as a source of income, and 50%
reported engaging in one or more additional income generating activities. These activities
included: selling tofu, cola nuts, oil, milk, and “tsala” (fried millet cakes).
Having their own source of “unofficial” income was very important to women
living in a context where it is nearly exclusively the men with “official” employment.
Some women mentioned how good they felt being able to take care of their own needs
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and also to loan their husbands money if needed. Most of the animals in study households
belonged to the women themselves, and provided an important source of economic
strength independent from their husbands. Mariama explained, raising animals means that
“you don’t have to wait for a man to give you money. Even if he needs something, you
can help him.” Animals also act as a type of insurance against unforeseen circumstances,
including health problems. When asked why people spent so much time and energy on
raising animals, Barira a 41 year old woman, answered, “If you ever get caught by a
problem, (animals) are like a gift, you can take care of your problem. It will be over. You
don’t have to ask anyone for money, you don’t need a gift or a loan. You can sell your
animal, and it’s like someone gave you a gift.”
Study households explained that one does not necessarily even have to sell the
animals to reap the benefits. Just having animals can show that you are worthy of being
loaned money: As Amina stated: “Why do people like to have animals? If a problem
comes up, or you are sick, you can sell them and pay. Or someone will loan you money,
and then you sell your animals to pay them back. If you don’t have animals, no one will
loan you money.” Someone with animals was considered to be someone trustworthy and
capable. Someone who had planned for the future.
Of Getting Water and Sleeping
The study households were located an average of 75.21 meters from the well (a
range of 32 to 203 meters), and the water brought into the households varied between 20
and 60 liters. Many different methods were used to obtain the daily water supply in the
households. In polygamous households (five of the fourteen households had more than
one wife), wives either contributed to a communal reserve of water for the family, or

187
each maintained their own water reserve. In addition, some households paid someone
outside of the household to bring in water, or had an older child bring back water by
oxcart from the gardens. Five of the households regularly borrowed the rubber container
used to scoop up water from the well from someone else, and in return drew that person’s
water from the well as well as their own, a practice which is known as bota. For these
households, going to the well involved twice the work and time. First they must negotiate
the use of the googa (rubber scoop which is attached to a rope and lowered into the well)
of someone already at the well, fill the googa owner’s buckets, and then use that googa to
fill their own water containers before returning it to its owner.
Before the pump stopped working in 2008, 13 of the 14 households used the
pump as their main source of water, despite having to pay 25f (0.05 USD) for each
bucket of water pumped. At the time of data collection all households used well water,
most at the nearby well in Kawari. Two households who had family members who work
in the garden brought back water daily from the garden wells which were known to be
more shallow and dirtier than the main village well. These two households brought in
water once a day, while the remaining 12 households that used the village well brought in
water twice daily, usually in the morning and again in the afternoon. The photos below
show parts of the process of getting water into the household: pulling water from the
well, carrying it to the household, and storing the water for use.
The clay containers used to store water are slightly porous, and, buried in the
ground, help keep the water cool. Drinking water is usually taken from these clay
containers, and although water may also be stored in plastic jerry cans or buckets, this
water was preferred for uses other than drinking. Respondents agreed that, while all of
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these containers were acceptable for water used for bathing, it was best to keep drinking
water in the clay containers. Usually these clay containers are covered with an old plate
or pot lid, with a can or cup kept on the top of the cover and used to scoop water out of
the container for use. When water is used for drinking or face washing, it is often taken
directly from this communal cup/can. However when more water is needed for washing
than will fit into the cup/can, it is poured into a plastic teapot (sahani) and water is
poured out of the spout of the tea cup onto the hands for face washing, or directly onto
the object to be cleaned.

Figure 30 Pulling water from the

Figure 31 Carrying water back to

Figure 32 Pouring water into a

well

the household

clay container for storage

Trachoma literature shows that sleeping arrangements affect trachoma
transmission, and that sleeping in the same bed is often a means of spreading the disease
(Medina, et al. 1992; Sahlu and Larson 1992; Schemann, et al. 2002; West 2004). Ocular
secretions containing the bacteria responsible for infection may be spread indirectly
through shared pillows and sheets, or directly through physical contact while sleeping.
Study houses varied greatly in sleeping arrangements, but no women or children slept
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alone. The youngest children and babies usually slept with their mothers, while older
children slept with same sex siblings. From about age seven or eight, boys no longer slept
in their mothers rooms, instead sleeping together on mats outdoors or in separate areas in
the house, if possible. Small children, who are the greatest carriers of active trachoma
infection, were in the greatest contact with others with these sleeping arrangements. The
trachoma campaign has not addressed sleeping arrangements, and it is doubtful that these
arrangements could be easily changed by health education activities. The number of mats
and mattresses, as well as space available in the households, largely dictated where
individuals sleep. Interviewer: Why do those three all sleep in the same bed? Hajia :
Because there is nowhere else. We have no other space.
Of Treating Ciwon Ido and Taking Care
While there is a certainty about the need to take care of eyes to prevent eye
disease as well as to take care of eye problems if they occur, respondents were less
certain about the exact components of this “taking care”.

Public health messages

disseminated on the radio highlighted the need to treat ciwon ido and other sicknesses, a
message that had been widely heard and adopted by individuals living in Kawari. Souley
explained, “If anything isn’t right, or you don’t feel good, you get rid of it. That's what
they say on the radio and at the hospital”. These radio messages advised going to a health
facility or buying tetracycline 1% ointment as a treatment for ciwon ido. “Use
tetracycline,” the radio sitting near a group of old men in the shade near the mosque
crackles out, “You and your kids. In the morning and in the evening for six weeks. And
also take the medicine Zithromax that they give out every year free when they distribute
it.”
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Tetracycline was referred to as dan matse (the thing you squeeze), or simply
pharmacie in Hausa. Although other treatments for eye problems were found in the
village, tetracycline ointment was by far the most frequently used treatment for eye
problems. When I lived in Kawari as a Peace Corps volunteer, this ointment was not very
well known, nor was it available in the village. This availability improved greatly during
the scale-up of the trachoma elimination program that included tetracycline as a key
element of trachoma control. At the time of research, all three of the tables in the center
of Kawari sold tetracycline ointment, which was widely used for any type of ciwon ido
in both children and adults [See Figure 33].
Individuals reported using the ointment to treat eye problems with many
different perceived etiologies and symptoms: trichiasis, teething, pimples in the eye, low
vision, night blindness, etc. One family even reported using tetracycline to treat the red
and sore eyes of their son caused by sleeping outside under the full moon. Many study
households owned a tube of tetracycline ointment for family use, which was replaced as
needed. However, no respondents reported following the national trachoma program
recommendations of twice daily application for six weeks. More commonly, the ointment
was used a few times until the problem went away, or until it seemed that the ointment
was not working. Nana explained that her youngest child was given tetracycline by the
health hut nurse: “She gave it to us, and we still have it in our room. If our eyes ever hurt,
we take it and put it in before we sleep. Both in the mornings and in the afternoons.”
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Figure 33 Tetracycline ointment for sale at the village table

The application of tetracycline ointment is difficult, and the nature of the
cream causes sand or dirt to be stuck to the eye very easily, which likely contributes to
the early discontinuation of treatment. I experienced these difficulties with tetracycline
when my son had ciwon ido. I applied the ointment to his eyes, which he resisted every
time, and saw sand immediately become attached to the edge of the ointment on his
eyelid. We made it through about three days, and when his eye started to look better, I
made the decision, like many of the mothers from the study households, that it just was
not worth the hassle to continue. A month later when I also caught ciwon ido, I opted to
buy the more expensive and liquid eye drops, which unfortunately are neither available to
nor affordable for most people living in Kawari.
Tetracycline ointment was not the only medication used to treat ciwon ido in
Kawari, and other treatments are also seen as being very beneficial in certain cases.
Although tetracycline is often the first choice for treatment of eye problems, everyone
interviewed agreed that it does not work for all ciwon ido. Other treatments used included
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pounded dried medicinal plants, kohli, and rubutu. Except for kohli, which may be tried
at the same time or before tetracycline, these other medications are usually used when
tetracycline appears not to have worked. The certainty of treating trachoma lies not in the
type of treatment, but in the action itself. Interviews revealed a perception that doing
something (anything) to treat eye infection is greatly valued, even if the treatment does
not work. In contrast, doing nothing, not trying a treatment that may not work, was seen
as not caring about staying healthy.
Prevention behaviors had a very important social value, although these
behaviors did not always correspond with the behaviors promoted by public health
programs. When asked what kind of things they did to keep their families healthy, most
women interviewed answered that they take care (gara- “fix up” or kula- “take care”) of
their kids, and that other women do not, which is what causes the children of these other
women to become sick. However the exact meaning of “taking care” is broad, and can
include hygiene, nutrition, and looking good (clothes, lotion, hair style, kohli for girls and
women).
Children under five years of age were bathed by a family member, usually by
their mothers, and the younger a child is, the cleaner they appeared. However, at a certain
age, probably about two or three years old, when children are often allowed to leave the
household on their own, following older siblings or playing with friends, they are often
not home at the time when their mothers want to bathe them (coincidentally or not). The
result of this is that while babies and small toddlers are bathed often, and older children
who bathe themselves are also bathed regularly, preschool aged children are of the prime
age for avoiding regular bathing.
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This photo shows Issa, a four year old boy from a study household, being
bathed by his mother. The afternoon that I took this photo, she also bathed his younger
brother, but not his older brother, who was away playing with friends.

Figure 34 A four year old boy in a study household being
bathed by his mother

In addition, toddlers and preschool aged children also spend much of their time
on the ground, and become dusty quickly even after bathing. Most of the activities for
young children in the household and in the village involved playing on the ground [See
Figures 35 and 36]. My son (Jibril), who was three years old at the time that I conducted
my fieldwork, used to become terribly dirty when we went to the field together. Despite
being bathed every morning, by the end of the day he and his clothes, looked like they
had not seen water in weeks. Occasionally women from the study households would try
to wash his face, and then laugh when he ran away. It was perfectly acceptable that he
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refused the attempted washing, in contrast to being forced. Zarou told how she tried to
wash Jibril and he did not let her, “I said we should wash your hands and he said no, I
said we should wash your face, he said no, so there. It’s finished.”

Figure 35 Girls from a study household playing a

Figure 36 Toddler digging in the sand

game of strategy in the sand

From very early on, babies are held between their mothers’ legs and trained to
defecate on the sandy ground or in plastic potties. The feces are then thrown into the
fields that surround the village, or into the animal area of the compound. This animal area
is also used by small children to urinate, or to throw other “dirty” materials. Adults, for
example, may blow their noses or spit into the animal area to keep this material away
from the living area of the compound. However, the feces of older children or adults are
never thrown into the animal area, having a quality of greater dirtiness that belongs only
in the fields.
The defecation and urination of babies was generally accepted as being less
dirty than those of adults. When a baby urinated on cloth or clothing (as babies are often
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held, and almost always naked or lightly clothed), water is sprinkled on the surface.
Barely enough to actually wet the cloth, this sprinkling seemed to be a symbolic, rather
than physical cleaning. I described an occurrence of this in my field journal: After
Hadiza, a one year old toddler, wakes up from a nap wet with pee, her mom tells the big
sister to bring her water. The sister brings water in a plastic drinking cup. The mom
pours some into her palm and uses the fingers of her opposite hand to sprinkle drops on
the little girl and the wet bed.
The same autonomy that was given to children in regards to bathing is also
maintained with bathroom habits. Although babies and toddlers defecate and urinate in
the compound and are washed by their mothers, from about three years of age children
usually go in groups to defecate on the edge of the fields near the village. My son, being
of about the same age, often joined these trips and reported back to me. Kids do not go
very far into the fields, because of snakes and the risk of becoming lost. Adults went
further off in the fields, and bathed at their house after returning. However, at night
people remained closer to the edge of the village for these purposes. Study Households
near the edges of the village complained about the smell, especially during rainy season.
Only one of the study households had a latrine, and it was mainly used by teenage kids
and adults. When I asked one of the village health workers if people used the few latrines
that were built, he stated that people preferred not to use the latrines, but would mainly
for privacy. He added,
The latrines that are there, do people use them? Not all. They are not all used
100%. They want to go in the bush, right now, how things are, if you want to go in
the bush to be comfortable, you have to go far. Lots of kilometers and to hide.
That’s what forces people to use (the latrines).
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Of Gira (trichiasis) and the One You Pull Out with Tweezers
In Hausa, trichiasis was referred to as cutan gira (the sickness of eyelashes), or
shortened often to simply gira (eyelashes), and there was a certainty to diagnosing this
stage of the disease that did not exist with active trachoma. Although the identification of
symptoms was relatively straightforward with the cultural model of the disease, there was
less consensus concerning its etiology. Several different theories existed to explain how
and why an individual develops trichiasis. Gira was usually seen as either being a
condition with which some individuals are born, or caused by an outside substance (such
as milk or a piece of dust) entering the eye.
Within the cultural model of gira in Kawari, the connection between trichiasis
and earlier episodes of trachoma did not exist in the same manner that it is seen by the
trachoma program. Very few individuals with trichiasis recalled having problems with
conjunctivitis, and none believed that their trichiasis was caused by earlier trachoma
infection. The two stages of the disease were viewed as distinct from one another,
something also found in Lane’s study on trachoma in Egypt (1988). Lane suggested that
this was due to the fact that there is no empiric connection between the two stages of the
disease.
The symptoms described in the shared cultural model of trichiasis were
identical to the biomedical definition of the disease: a misplaced eyelash which
threatened to touch the eye. However, while the biomedical definition of trachoma
blames a deformity of the eyelid as the cause of trichiasis, the description shared in
Kawari focused on the role of eyelash alone, coming out in the wrong place, without
mentioning the eyelid. Boukari explained, "Some people have gira ever since they are

197
babies. The gira just start to come out. No way to prevent it. …If it’s not treated the gira
can start to “give birth” and become more and more, then you can lose vision." In order
to stop the "birthing" of new eyelashes in the wrong places on the eyelid, all respondents
agreed that action must be taken, and all are aware of trichiasis surgery. Many people,
including children, were able to list the names of individuals in Kawari who had
undergone the operation. However, the older practice of pulling eyelashes out with
tweezers was also recognized to be as equally effective as surgery, although with less
sustainable results. When asked what the best treatment for gira was, Yerima responded,
“Go to the hospital. If you don’t go to the hospital then you have to pull them (eyelashes)
out with tweezers.” And when I asked, “is that as good?” He responds, “yes, but then you
have to always do it.”
Hardo explained that his trichiasis began after intense itching and a feeling that
sand was in his eyes.
During rainy season, I was itching. Then you saw those things (eyelashes
pointing toward the eye), come out. Afterwards. My friend looked at them and saw
pimples. Then I went on a trip and my friend pulled out an eyelash that was cutan
gira. Now, when they come out, I have to pull them out. Last year they pulled one
out. This year I have two and they pulled them both out.
He, like many others with trichiasis, used kohli and tetracycline ointment to
relieve the itching, as well as powder made from pounded dried plants. He reported that
all of these treatments work temporarily, but that the gira keep returning.
When study household members were asked about the presence of cutan gira
in the community, a seemingly paradoxical answer was often given: that less people had
gira in recent years, but that the gira that people suffered from was now more serious
because it can no longer be taken care of at home. I ask Gano, a man of about seventy
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years old, “Before, was there cutan gira?” to which he responded: “Here in Kawari?
Yes. But just the one that you pull out with tweezers. Now there is the one where you
have to go to the hospital.”
The free trichiasis surgery offered during the surgery “camps” held a few times
each year at the Matameye hospital was advertised on the radio and by health educators
in the village, with the key message being that anyone with gira needed to go to the
hospital immediately. These messages helped to reposition the disease as something so
severe that it requires professional intervention, as opposed to the gira in the past that
could be taken care of by a family member or neighbor with tweezers at home.
This perception of the increased severity of trichiasis seemed to be working to
draw in a large number of individuals for surgery, at least in Kawari. Interviews in the
village produced the names of eight people who had undergone surgery and four people
who still had trichiasis at the time of data collection and had not been operated upon. Of
the six women and two men who had trichiasis surgery, most were operated on at a much
younger age than expected. Although research studies often show trichiasis as affecting
older individuals, over half (5/8) of these individuals in Kawari who were operated upon,
were under age 30 when undergoing the procedure. All individuals received intervention
to both the eyelids of both eyes, and most (6/8) underwent the procedure for free at the
Matameye hospital during the year preceding the interviews. Most of these individuals
had never sought treatment at a biomedical health facility before their surgery, but all had
tried kohli, tetracycline, and epilation. All explained trichiasis as a “God given” (natural)
illness.
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The local traditional leader, the Sarki, had acted as a liaison for most of the
individuals who underwent surgery, linking them with the hospital and providing them
with information about the operation. All of these individuals had previously tried
epilation, kohl, and other medications to treat their condition. Most of these individuals
were operated on at the Matameye hospital, a free operation that required them to leave
the hospital after the operation with one or both eyes bandaged and sleep in Matameye so
that they could return the next day to have the bandages removed.
Notes from my field journal relate the following:
Zouley had problems with her eyes since she was about twelve years old. Once,
when her eye was hurting, she sat on a mat in the shade of her yard and tried to
see what the problem was. In the small mirror that she held in her hand she saw
two eyelashes coming down and touching her eye. Then she asked her neighbor,
Souweiba, to help her pull them out, and she would, about every two weeks. But
then the gira became more and more and were on both eyes. Her eyes were
watery and painful, even after the gira had been pulled out. She tried Hausa
medicine (special kohli from another village). It did not help. She stopped using
it. Never sought treatment at the health hut or hospital, but the Sarki told her
about the surgery in Matameye, and she went.
Four people living in Kawari were identified as having trichiasis at the time of
my fieldwork. Of these, one was married to someone living outside of the village at the
time of the last surgery camp and had not been invited to participate; and one was a
widow who was hesitant to leave her work and children to have the surgery performed. A
man with trichiasis said that he only had a couple of trichiasis eyelashes, and that he may
go for surgery, but only if his condition got worse. Most of these individuals had friends
who removed the eyelashes for them with tweezers. In addition, all had tried several
treatments to get rid of the gira permanently but were not successful.
Of those that were operated on, the operation was described as removing the
afflicting eyelashes (compared with the biomedical description of changing the position
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of the eyelid). All respondents stated that the offending eyelashes had not come back,
even those who had had surgery over ten years prior. This showed a rate of recurrence
much lower than the 33.1% found in the recent PNLCC study (Beido 2010). Although
individuals who had surgery did not report recurrent trichiasis, many expressed chronic
experience with eyes that itch or turn red, and are treated with kohli and tetracycline
ointment. Many of these individuals described their eyes as hurting and being red before
the surgery, but after the surgery just being watery and red without the pain.
Howa, a woman who had trachoma surgery on both eyes in Matameye, had
one eye that appeared much worse following trichiasis surgery. However, the problem
that occurred after surgery disappeared by itself, and she expressed relief, and said that,
even though her eyes are still watery, they were much better than before surgery.
A photo of Howa Ilatlay, taken two weeks after her trachoma surgery shows a
woman in her 20's or early 30's with an orange, blue and yellow head scarf. She
has three vertically straight decorative scars- one on her forehead, one on either
cheek. She is very pretty with strong features. Her left eye is visibly watery, with a
swollen upper eye lid, and a pink swollen piece of eyelid partially covering the
top of the eyeball. A second photo, taken two months later shows Howa, wearing
gold hoop earrings and a colorful bead necklace. If you look closely, her left eye
is a tiny bit pink toward the edge, and the lid is maybe a tiny bit lower than the
other eye, but other than that her eyes look fine.
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Figure 37 Two weeks after trichiasis surgery

Figure 38 Two and a half months after surgery

202

Chapter 7: The Distribution of Infection
The trachoma program for the Zinder region was scaled up following the 2001
epidemiological survey showing the region to be the most affected in the country, with an
overall prevalence of 62.7% and 63.4% for the district of Matameye (Programme
National De Lutte Contre La Cecite 2001). Trachoma elimination activities using the
SAFE (Surgery, Antibiotics, Face-washing, Environmental change) Strategy developed
in the 1990’s began in Matameye and Magaria in 2001, and remained intensely focused
there for several years. The survey of 2005 showed drastically reduced rates of active
trachoma of 8.01% in the district (Pnlcc 2006b). This reduction served as proof for some
trachoma specialists in the country that the program had produced the intended impact. In
2009, a few months before this dissertation research began, a trachoma prevalence study
showed that rates in the Matameye district had increased to 49.29%, almost back to what
they were in 2001 before the launch of the intervention (Cecite 2009). Results of the
village-based survey conducted in Kawari as a part of this dissertation research and
presented here showed similar prevalence rates.
Kawari Eye Exams
During this study, rates of active trachoma in Kawari were found to be 33%,
comparable to the results found in other randomly selected villages in the Matameye
District (this result calculated based on active prevalence of follicular trachoma
inflammation (TF) and severe trachoma inflammation (TI)) in children zero to nine years
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of age, as recommended by WHO). All members of the fourteen study households
present at the time of the exams were included in eye exams. An average of 2.79 children
between the ages of zero and nine years. along with other household members, were
examined in each household by an ophthalmologist trained in trachoma screening. A
total of 106 people between zero and 75 years of age were examined for active trachoma:
50 women/girls, and 56 men/boys.
Active trachoma was found, as anticipated, only in the group of children
between zero and nine

years of age. In this group (n=35), the prevalence of active

disease was 34%. There was no difference in the average age of children with trachoma
and those without. Five of the fourteen households had one or more children with active
trachoma. In addition, five adults were found to have eyelid lesions or corneal opacity
related to repeated trachoma infection. Two of these adults were from households that
also included infected children. Many of the children with active trachoma did not have
ocular or nasal secretions usually associated with the disease. Tables 7 and 8 show crosstabulation calculations of children with active trachoma and their nasal/ocular secretion
status.
Table 7 Presence of nasal secretion in children with and without active trachoma.

Children ages 0-9
No Nasal secretion
NO Active trachoma 18
Active trachoma
6
24

Nasal secretion
6
6
12

24
12
36

Table 8 Presence of ocular secretion in children with and without active trachoma

Children ages 0-9
No Ocular secretion
NO Active trachoma 21
no
Active trachoma
5

Ocular secretion
3

24

7

12
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26

10

36

Who Has Trachoma?
Even after spending many days sitting, observing, napping, eating, and
discussing in households with and without active trachoma, I did not notice any obvious
differences between these two groups of households. With the exception of a few
significantly richer households, everyone living in Kawari faces the same threats to
health, and struggles to engage the same tools for staying well. The most important health
concerns: diarrhea, malaria, etc. are no less pressing for households without trachoma,
and the negotiation of the biomedical system and NGO services also seems the same for
both groups. I finished my field work very sure that there was no one behavioral,
cognitive, or social difference that made children in some households, but not others,
become infected with the disease. If anything, this research made me believe more, rather
than less, in the role of sheer luck in staying well.
The households with trachoma were not clustered geographically, and the
presence of active trachoma was not predicted by any of the independent variables
analyzed (the number of people living in the household, number or animals, distance
from water etc). As I was blinded to the results of the eye exams while I was conducting
my interviews and observations, I tried to guess where trachoma was going to be found
based on my expectations related to the literature. These predictions were, in general,
very wrong. Looking back at interviews with houses with and without trachoma, the
interaction of these households with the trachoma program and knowledge of the SAFE
strategy were very similar. There were no findings from this part of the study that
allowed for the prediction of trachoma presence in households.
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While trachoma was clustered in households, it affected children of both sexes
equally. However, several houses had a mix of uninfected and infected children [See
Table 9].
Table 9 Trachoma status by household and sex for children

Boys and Girls with
Active Trachoma by Household
household
Sex and
number
trachoma status
(capital letter=
active
trachoma)
1
fmm
2
mmm
3
FFf
4
fmf
5
M
6
ff
7
MM
8
MFF
9
mm
10
MMf
11
Mff
12
F
13
fmm
14
MFf
I would like to describe here one household with trachoma, and one without.
The purpose of this is not an attempt to describe the “type” of household that had
trachoma, but rather to highlight the point that there was little difference between the two
households, and nothing that obviously demonstrated an increased risk of infection. Both
households were located toward the Southern end of the village, near where the fields
begin. Members of both of these households complained that living so close to the fields,
which are also used for defecation by community members, exposed them to unpleasant
smells, especially during the rainy season. These households were both located directly
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on the path leading to the (not-functioning at the time of research) village pump. Both
heads of household had income from work, one as a tailor and gardener, and one as a
well mason. While Tassi, the mason and head of household O, had a cell phone, and no
transportation; Shaitu , household head of household T, had transportation (an oxcart),
but no cell phone. Neither house had a latrine and both were located a similar distance
from the well (Household T 167 meters, Household O 203 meters). While Household T
had more animals in the house (one cow and eight sheep/goats, compared to household
O, which only had two sheep/goats), both households had animal pens in their houses,
and chickens running through. Daily water use was very similar for both households,
although there were more people living in Household T, causing the per-person water to
be lower. The wives in both households T and O were responsible for the management
and allocation of water, but the co wives in Household O were each responsible only for
water used by themselves and their own children. The head of the household used water
from both wives. I saw that the workload per woman was much lighter in the household
without trachoma, due to the presence of two co-wives in the household who both
contributed to household tasks.
Household O: Life without Trachoma
Rabi goes into her brick house and comes back with a baby, about two weeks
old, pale and full of fingers and toes, the way tiny babies are. She hands him to me. He’s
hiccupping and has eyeliner on. The eyeliner has faded from around his eyes, but is still
very visible on the eyebrows. I hold him, wrapped up in a cloth printed with blue and
yellow designs, against my body as she washes her two older sons, one by one, in a
yellow wide mouthed bucket. They are scrubbed with soap and rinsed with clean water
from the plastic “teapot”. There are flies everywhere, buzzing close to the wetness on the
bathed bodies, and also around the corners of the eyes of the baby in my arms wet with
drying tears. Rabi wipes the baby’s eyes with the blue pagne. Wipes her own eyes with
the yellow wrap that she has around her waist. In this household, like everywhere else in
Kawari, flies are everywhere that is slightly cool. I pointlessly keep waving away the flies
that land on the baby’s eyes. The flies are temporarily deterred by the air displaced by
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my waving hand, and then seconds later come back to land on the moisture available at
the side of his eyes.

Figure 39 Fly attracted to the moisture of a newborn baby’s eye

The level of wealth displayed in this household was noticeably a bit higher
than in Household T. For example, both wives had large collections of serving dishes,
soap, and lotions on display on the dressers in their respective houses, and the houses
were constructed with more sturdy materials than the houses in Household T. However,
these resources did not seem to be engaged in a way to make a noticeable difference in
either sanitation within the household or hygiene of household members. Both Rabi and
Mariama seemed to face the same struggles that Fassouma, the wife of Shaitu in
household T, in keeping their children safe and clean. Flies in this household also
surrounded children when wet or eating, and their skin became quickly covered with dust
and sand minutes after being bathed. This household also did not have a more positive
relationship with Western biomedicine or the trachoma program than Household T. Rabi
reported that she tried to avoid ever going to the health hut, and expressed extreme
frustration with hospitals making people pay for the treatment of children, even if this is
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against government policy. “Even if your child is about to die, they will make you pay
before they’ll give him a shot”.
In this household, three adults and four children lived in a medium size
compound with two buildings, one for each of the wives: the straw hut belonged to
Mariama, aged 17 from Kawari and her toddler; and the square mud-brick building is
where Rabi, from Kantche and her two preschool aged kids and newborn son lived. Both
buildings had their own bathing areas (bayan daki) located directly behind enclosed with
a straw wall. The wives do not seem to collaborate on the management of the household,
and each had their separate water storage containers and cooking fires located on
opposite sides of the compound. While Mariama did not engage in any income generating
activity with the exception of raising animals, Rabi had several income generating
activities: selling cola nuts, Hausa medicine, and peanut oil. Neither of the wives ever
attended school, but Tassi finished primary school in Kawari, and traveled often for his
work as a well mason.
Household T: Life with Trachoma
Fasouma is sweeping the sand compound as I came in, bending over and using
the straw broom that acts as a rake to sift the animal droppings, twigs, and gum
wrappers from the sandy ground. The three littlest kids sit on the step of her hut around a
white metal bowl decorated with blue flowers, eating leftover tuwo (pounded millet
paste) from the night before. Biraoua (who was nursing just before walking over to eat)
has a lot of flies in her eyes and nose. She doesn’t like the beans in the sauce and is
picking them out of the tuwo with her right hand and throwing them on the ground. I
didn’t notice any flies before the food was brought out, but the flies are swarming around
the bowl now and landing on the kids’ faces, especially Biraoua’s which is becoming
quickly smeared with sauce from the tuwo. When the kids finish eating, the older two go
to the clay water jar and scoop out water to pour over their hands and wash their faces.
Biraoua walks away and is brought back to beside the water container by her older sister
who quickly washes her hands and face, letting the dirty water fall into a plastic bucket
for re-use later (most likely for the animals).
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Of the three children under the age of nine living in this household, two were
found to be infected with active trachoma. Only the youngest of the three, a toddler of
about two years old, was uninfected. Likewise, none of the older children living in the
household were infected or showed signs of scarring. The head of the household, Shaitu
had scarring on both eyelids, most likely from trachoma infection during childhood.
Because I was not aware of the trachoma status of the household during ethnographic
observations and interviews, there was no data collection about the parents’ reaction to
their children’s’ infection or a description of the treatment practices that followed after
the children were given free tubes of tetracycline by the surveyors.
The household with trachoma was very similar to the household without
trachoma. Although money seemed to be stretched a little thinner here, and wealth was
not displayed as prominently as in Household O, there was also more obvious “savings”
as shown in the number of animals possessed by the household. Because this was a
monogamous household, the responsibility of running the household and caring for the
children all fell on Fassouma, the sole wife. Although she delegated some work to the
older children, during observation and interviews she was always very busy. However,
there was no real difference that could be seen in her children or household because of
this, the resulting organization and sanitation were similar to what was found in other
households in the village.
Her husband Shaitu’s workshop, where he works as a tailor, is a hut located in
the compound in front of the household. Kept inside the hut at night, but usually sitting
under the shade of a tree in the corner of the compound during the day is Shaitu’s sewing
machine. The machine is operated by a foot pedal that he moves rapidly up and down
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with his foot to advance the cloth and drive the needle. Like most tailors in Niger, Shaitu
created clothes based on the measurements of his customers, without using any patterns
to cut. In this almost magical process, he cut and pieced together his creations together
with a quick and artistic precision. Both Shaitu and his wife Fassouma were born in
Kawari, and have seven children together, three of them between the ages of zero and
nine. The older teenage boys shared a straw hut at the back of their property, while
Fasouma and the smaller children occupied the brick hut. Shaitu had his own straw hut as
well located in between the two other buildings. Two of the four school aged children
attended school in Kawari Sabwa. The older boys who were not in school worked in the
gardens and collected water each morning by ox cart from the garden well. The interior
of the compound wall was lined with water storage containers, and their filling and use
were overseen by Fassouma, age 35. Both Shaitu and his 17 year old son had concretions
on their eyelids that are a result of prolonged inflammation, most likely due to trachoma.
Fassouma and I sat on a mat in the little patch of shade provided by the tree in
her compound and talked about food and money. She told me that the nassaru
(foreigners) sent food over every month for the goyos (babies of the age to be carried on
the back, from about six weeks old to about two years): wheat, rice, milk, oil, and beans.
Her children showed me the family’s most recent acquisition from the food distribution
program: flour intended to make porridge to address the nutritional needs of toddlers of
weaning age. Throughout the village, I saw this powder being eaten out of the plastic
bags by older kids and adults instead of being made into porridge for the youngest family
members. During our conversation, Fassouma’s ten year old son was sharing the flour
with other kids; who scooped flour from the bag with their hands. Their faces and arms
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slowly became covered with this white dust. Shaitu’s wife reached into the bag and ate a
little of the flour herself, and also put some of the powder into Biraoua’s mouth, her
toddler, and the official recipient of the enriched flour by the distributers. Fassouma told
me that this powder was better than the first porridge powder that they received. There
were too many “vitamins” in the first one, and it gave everyone diarrhea, but they ate it
anyway.
Conclusion
All families living in study households faced similar constraints and resources
related to health. Children both with and without trachoma are provided with similar
conditions for hygiene, sanitation, and health care. While trachoma was clustered among
children living within the same households, this study did not find any predicting factors
related to active trachoma prevalence or absence within households. In Kawari, the risk
of becoming infected with active trachoma was great for all children under nine years of
age. For those households without infection, no particular protective behaviors, cultural
models, or structural factors were isolated.
These findings highlight the perceived and real lack of control that individuals
living in Kawari experience as they negotiate good health for themselves and their
families. In addition, these findings highlight the need for interventions to improve
structural factors related to health for the entire village, rather than simply in certain
selected households. In a small community like Kawari, infectious disease is a threat to
the entire village. Why some households are affected and not others often seems like a
matter of luck, something that is difficult to control or predict.
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Although all study households had similar cultural models about eye disease
and trachoma, the application of these models was largely influenced by structural
constraints. Increased knowledge of the biomedical model of blinding trachoma seemed
to have little impact on health-related behaviors. The uncertainty represented by these
models and behaviors promoted by the elimination program was overshadowed by the
certainty of pressing household needs related to physical and social survival.
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Chapter 8: Conclusion and Discussion
As described in Chapter 1, this study aimed to explore specialized and popular
cultural models of trachoma, and the interaction between the trachoma elimination
program and its target audience in one trachoma hyper-endemic intervention community.
This chapter provides an overview of the research problem and overarching research
questions, as well as a summary of study findings. Coming from the perspective of
applied anthropology, these findings are used to formulate recommendations for future
interventions to improve health and reduce the burden of trachoma in Niger.
Study Overview
Overview of the Research Study
Public health literature provides an overview of the close relationship between
poverty and trachoma. In the words of Wright and colleagues, (2007:422) “people who
do not live in poverty do not get trachoma; however, not all populations living in poverty
are afflicted by trachoma, as poverty itself is not the direct cause.” The complex factors
leading to trachoma infection and encouraging the progression of active disease to
blinding trichaisis are not yet fully understood. Although behaviors related to hygiene
and sanitation are seen to play an important role in disease transmission, additional
factors remain unidentified, and the influencing factors of these health behaviors are also
in need of exploration.
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In general, public health interventions to address trachoma implement both
structural (increasing access to water and sanitation) and behavioral changes (health
education in order to improve hygiene and sanitation behaviors) related to trachoma.
However, there is little evidence that these changes alone, without drastic improvements
in living conditions, have a great impact on infection. Worldwide, the most dramatic
recent success in the reduction of active trachoma has been a direct result of prophylactic
chemotherapy: mass drug distribution targeting populations at risk.
This study used Kleinman’s cultural models of illness (Kleinman 1981) as well
as the representations of illness used by Olivier de Sardan (Olivier De Sardan 1999b) and
Jaffre (Jaffre 1999a) to focus on the importance of cognitive factors in determining
behaviors used to negotiate illness. These cognitive models are related to the cause,
progression and treatment of illness which are constructed socially and widely shared.
Although these models of illness are considered to be relatively stable, they are also
negotiated in relation to experiences with new information received through either
cognitive or experiential means.
Development interventions to change health behaviors require the construction
of new, or adaptation of existing, models of illness. The trachoma elimination program
aims to establish a biomedical representation of trachoma in its target communities and
initiate behavior changes based on the existence of this model. However, previously
constructed models of illness as well as practical constraints challenge this adaptation.
A baseline survey in the Matameye district of Niger in 2001 identified the
district as having one of the highest prevalence rates of active trachoma and individuals
living with trichiasis in the country (Programme National De Lutte Contre La Cecite
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2001). Since this time, interventions have been conducted to change behaviors related to
trachoma, provide surgery for trichiasis, and treat and prevent active disease through
mass drug distribution. This strategy had a strong impact on active trachoma prevalence
in the district, and active trachoma prevalence was found to have been reduced from
64.4% in 2001 to 8.01% in 2005 (Programme National De Lutte Contre La Cecite 2001).
However, at this time, drug distribution was discontinued, and by 2010, the prevalence of
active disease had climbed again back to almost what it was before the intervention
began.
Jaffre writes of the need for research which includes “a description of
intervention contexts, studies which correlate quantifiable behaviors with the meaning
that these behaviors have for the actors involved” (Jaffre 2006:15). If we are to study the
impact of public health programs; we first need to understand the existing cultural models
and representations of disease with our target audience. This ethnographic study explored
existing cultural models of trachoma in one target community and how these are
constructed in negotiation with the influence of the national trachoma elimination
program. In addition, the study described health-related behaviors in the research
community, including how these are influenced by the introduction of new cultural
models of eye disease, and new technology for the prevention and treatment of trachoma.
The two overarching research questions that guided this study were: 1) What
are existing cultural models of trachoma, and how do these influence health-related
behaviors? 2) How do members of the target community negotiate with the new cultural
models of eye disease and new technologies introduced by the trachoma elimination
program? In order to contextualize these two questions, attention was also paid to the
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description of the intervention context and perceptions of those involved in the
implementation of the trachoma elimination program in Niger.
Data was collected through mixed methods, including a document review at
agencies involved in trachoma elimination, observation at the village and intervention
levels, eye exams, and interviews. Individuals living in the randomly selected households
were examined for trachoma infection and exam results were not disclosed to me until
completing the collection of qualitative data in order to avoid potential bias. Interviews
were mainly semi-structured and were conducted with: 1) individuals living in 14
randomly selected households in Kawari, a trachoma program intervention village in the
Matameye region; 2) individuals providing health care services or education at the village
level; 3) individuals having specialized experience with trachoma or trachoma
elimination (those working in trachoma elimination, providing healthcare, or who have
suffered from trichiasis) in Kawari as well as in the regional and national capitals.
Quantitative data examining factors related to the presence of active trachoma within
study households were analyzed using SPSS. Interviews were transcribed and translated
from Hausa or French into English and analyzed for themes using a grounded theory
approach. This approach was used in order to “develop a well integrated set of concepts
that provide a thorough theoretical explanation of social phenomena understudy” (Corbin
and Strauss 1990:5). The qualitative analysis program HypoRESEARCH was used to
code data, sort themes and visualize the theoretical framework of findings.
Findings
The trachoma program has had a very active “social life” in Kawari. Messages
disseminated by the program as well as interactions with the program itself have led to
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shared representations of the disease and the elimination program. The biomedical
concept of trachoma called amadari has been introduced to the community by the
elimination program. Although etic conceptions of trachoma have found a strong
presence in shared community knowledge, these have had little impact on the cultural
model of ciwon ido which is covers a broad number of eye problems, including trachoma,
and is usually attributed to God or natural causes which cannot be avoided (such as
teething). All episodes of eye problems recalled during interviews were identified as
ciwon ido, and, while seen as an abnormal state of health, were seen as a normal
occurrence. Respondents often mentioned how all toddlers and babies had ciwon ido as a
natural part of development.
Amadari has been positioned by the trachoma elimination program as a
condition that is caused by a lack of hygiene and sanitation. Although key information
disseminated by the program has been incorporated into individual and collective
knowledge, these concepts are not applied to the episodes of illness experienced by those
in the community. No illness episodes discussed with respondents were attributed to risk
factors identified by the trachoma elimination program. Rather than inspiring behavior
change, the representation of the disease as something that affects those who do not
practice good hygiene or sanitation behaviors has caused people to perceive themselves
as not at risk. To admit being at risk of amadari is to identify with those infected
individuals shown in health education materials as dirty, miserable, and unconcerned.
None of the eye problems found in Kawari were attributed to amadari,
although many illness episodes were treated with tetracycline pomade distributed by the
trachoma program which is also seen as being effective for ciwon ido as well as for
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trachoma. The cultural model of Gira, the advanced stage of trachoma, trichiasis, mostly
overlaps with the biomedical model being promoted by the elimination program;
however, popular representations of the disease do not link it with previous trachoma
infection. For the trachoma elimination program, this implies that any uptake of new
health behaviors will be based on their perceived immediate effects, not on the long-term
implications of these behaviors.
Community members have negotiated their relationship with the program to
benefit from the material gains of drug donation while maintaining control over their own
behaviors and relationship with the disease. The distribution of Zithromax has led to a
perception that this drug is needed to maintain good health. However, there is great
uncertainty about disease prevention and treatment both at the village and at the
elimination program level. As one trachoma program representative stated, “we are
giving out pills for a disease that you can’t see to possibly prevent people from going
blind in 30 years.” At the village level, individuals are experienced in the navigation of
the uncertainty of illness, for example, trying many treatments until they find one that
works. The trachoma program, however, is less comfortable with this uncertainty and
positions the disease as a logical entity with a direct cause and effect. It is not until this
representation is explored in-depth that many uncertainties about trachoma transmission
and the progression of active infection to trichiasis come out at the program level.
In contrast with the uncertainty of health and illness in Kawari, there is
certainty concerning the needs of everyday life. Decisions about health and sanitation are
made with regards to these certainties, and are not influenced by the possible
consequences as represented by the trachoma program. An example of this is raising
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animals. For practical reasons, animals provide a great value to the family, and are kept
close to where family members live so that they can be well guarded. The certainty of the
benefits of having these animals close and safe outweighs the possibility of disease
transmission as represented by the elimination program. The perception of living near
animals as possibly being harmful was not found during interviews. Animal feces dried
quickly and were regularly removed from the household, but were not considered as
putting household members at risk for trachoma infection. Because flies were most often
seen as being attracted to humidity or food rather than unclean environments, there was
no perceived relationship found between flies and a lack of sanitation. These elements,
key to biomedical trachoma health education were not engaged by study households to
negotiate disease risk.
The eye exams of 106 individuals within the 14 randomly selected households
showed a prevalence rate of 33% for active trachoma in children zero to nine years of
age. Active trachoma infection was only found among this age group, and was found to
cluster within households. There were no obvious differences seen between households
with and without active trachoma presence. In-depth interviews and extended observation
sessions confirmed that none of the factors thought to be related to trachoma prevalence
varied significantly between households with or without active disease presence. These
factors included distance from a water source, number of household members, presence
of animals within the household, etc.
Interpretation of Findings
Findings from this study highlight the complex and multifaceted processes
involved in the transmission and prevention of infectious disease. Studying an infectious
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disease with chronic implications provides a rich opportunity to focus on the
communication processes at work in understanding and negotiating the illness. Unlike
other diseases that cause immediate and severe symptoms or even result in death,
trachoma is a quiet and slow-moving source of long-term disability. The disease was
chosen as a topic of research in order to explore the communication processes,
representations, and behaviors associated with this specific type of health threat.
Even among households with contrasting trachoma presence, access to water
and sanitation, and hygiene behaviors were similar. Because this study only looked at the
presence of active trachoma during one time period, it is possible that, over an extended
time, the disease may impact all households at different times with acute episodes of
infection, but the questions of why and when remain largely unanswered. Although many
public health studies identify factors used to predict active trachoma infection, this study,
perhaps due to the small sample size, did not identify any factors that could be used to
predict the absence or presence of trachoma within the community, apart from the
presence of children under the age of nine years of age within the household.
While health education programs are very effective in disseminating
information, this information alone does not impact the cultural meaning of illness and
create changes in behavior. Craig identifies the implementation of homogenous health
programs in diverse contexts as posing a problem for many public health projects. He
goes on to describe the “flat universality” of these programs that are working within
“lumpy” local realities (Craig 2000). It is this struggle to fit the SAFE strategy developed
in Geneva within the cultural context of Hausa Niger that was largely the focus on this
study.
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The level of biomedical knowledge about trachoma in Kawari was very high;
however, new cultural models of disease introduced by public health interventions do not
automatically replace existing models. In addition, even when new representations of
disease become a part of shared knowledge, perceptions of risk and etiology may prevent
these representations from resulting in perceptual changes in behavior or structure. For
example, the biomedical model of trachoma and its risk factors are well understood by
research participants; however, the translation of these components into meaningful
behavioral motivators has not occurred. Although many participants explained the lack of
sanitation as a primary cause for active trachoma infection, these respondents did not see
this as a personal risk factor. The personal importance of this message about
environmental sanitation disseminated by the trachoma elimination program was not
enough to motivate the building of latrines, although all research participants could easily
explain the reasons given by the elimination program for latrine construction.
New treatment technologies, however, are more easily incorporated into
existing disease treatment. Especially in situations where it individuals often draw from
plural medical systems to address ill-health, new treatments introduced for biomedical
illnesses may be used to address illnesses both in and outside of the biomedical realm.
Although originally introduced to the community as a treatment for trachoma,
tetracycline eye ointment is regularly used to address any problems related to the eye or
vision, regardless of their perceived etiology.
The potential for drug resistance or potential negative effects of mass drug
distribution were not expressed as a concern for trachoma program specialists or research
participants interviewed during this study. Although the literature shows the potential for
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some resistance, this resistance seems to be short-lived; however no long-term studies
have followed the effects of mass drug distribution (Fry, et al. 2002; Haug, et al. ; Skatlet
2010). Recent research has looked at the possible benefits of azithromycin distribution in
addition to treating trachoma. These studies show a possible reduction of diarrhea,
impetigo and childhood mortality in implementation communities, which encourages the
idea that drug distribution could become an important tool to create and maintain good
health in poor communities (Fry, et al. 2002; Lietman, et al. 2009a; Whitty, et al. 1999)
As reflected in the literature, drug distribution for neglected tropical diseases
has been embraced by both public health programs and by many communities as a “quick
fix” to long-standing problems. However, this medical solution to problems related to
poverty redirects attention away from the need for social and political change to improve
health. Drug distribution also emphasizes the need for outside intervention in addressing
health issues, and minimizes the role of the individual in maintaining good health.
Because of the power dynamic implicit in drug distribution programs, as well as previous
resistance in West Africa to drug and immunization programs, it was surprising that no
criticism was found of drug distribution for trachoma at the community level. Unlike the
resistance to mass drug distribution found in Uganda (Parker, et al. 2007), there was a
strong interest found for the distribution of drugs within Kawari and the Zinder region.

Although the elimination program in Niger produced impressive results during
the period between 2001 and 2005, the findings of this study indicate that changes in
behavior contributed very little to this reduction in disease prevalence. The strong impact
made by four years of mass drug distribution was not sustained by changes in behavior
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related to the spread of disease. Cultural models related to trachoma as well as structural
constraints and the certainty of daily struggles (compared to the uncertainty of the
maintenance of good health) contribute to these behaviors.
Findings from this study highlight the need for new approaches to achieve and
sustain a reduction in active trachoma prevalence. Because popular cultural models of
eye disease do not associate risk factors seen from a biomedical perspective to encourage
the transmission of trachoma with active infection, it is doubtful that simply continuing to
disseminate health education messages will led to behavior changes. In addition,
structural changes, such as building latrines or increasing the number of pumps and wells
in a village, are unlikely to create changes in behavior unless they are accompanied by
changes in meaning of these actions. Unless community members themselves identify the
importance of changing behaviors or changing environmental structures in order to
reduce disease transmission (or for other reasons), these actions will not produce
sustained impacts. For example, the intervention program may construct latrines
throughout the community, but unless the target audience identifies the importance of
using these latrines, they will most likely not contribute to changes in behavior and
disease transmission.
Study Limitations
One of the main limitations of this study is that data was collected over a
relatively short period of time of one year (from January to December 2010). Although I
had worked in the research site previously (from 1999 to 2001), systematic data for the
study was not collected during this time. These memories were helpful in contextualizing
research data and making loose inferences about change over time; however, because of
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the subjective nature of memories to change over time, these could not be included for
analysis. While prevalence studies provided information about disease prevalence
overtime, and documents showed the patterns of health education, no data was available
concerning changes in knowledge about trachoma or cultural models of the disease.
Additionally, prevalence data does not show who has been affected by active infection
over time. Has it been the same households, or in situations where the prevalence rate
remains stagnant do the households and individuals affected also remain the same?
Because this study focused on one village as the primary research site, it is also
possible that the findings are not generalizable to other populations. However, informal
interviews and other research show a large degree of correspondence between the
findings of this study and other communities in southern Niger. In addition, every effort
was made to select a research site that is comparable to other intervention villages in the
area, and the randomized prevalence study conducted during the study showed a
prevalence of active trachoma similar to that found in other villages in the district.
The link between cognitive models and behaviors is a complex area to explore.
Although the findings of this research show factors that individuals living in the research
community attribute to influencing health related behaviors, it is difficult to prove the
relationship between what people think and what they do. This study has highlighted
some of the contributing factors to health-related behaviors, but additional research
would help clarify this relationship. In addition, the investigation of communities with
contrasting prevalence of active trachoma would be interesting to test hypotheses related
to this relationship between cognitive models and actions.
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Recommendations
Findings from this study show that the interaction between the elimination
program and its target communities in Niger is complex, and that the elimination of
trachoma requires more than the SAFE strategy as it is currently being implemented.
Because the disease is influenced by many factors associated with poverty, the most
effective tools against active disease would be major structural changes that go beyond
the construction of latrines and wells. While not all poor households are affected by
trachoma infection, only those living in poverty are at risk. This study explored
individual and collective negotiations with the disease by some of these households.
While it is very important and interesting to examine how different individuals and
families negotiate within a context of hyper endemic trachoma prevalence, the effective
way of addressing the threat of disease would be to remove it from the community
completely. I urge the government of Niger and public health agencies to look at the
standard of living where active trachoma does not exist in the country, and to propose
strategies that may help reduce the disparity of living conditions that have public health
implications. This is an area which has not yet been a focus of research, but would be an
interesting future project. These improvements would require multi-sectoral engagement,
and include both financial and social empowerment. Because trachoma is a disease which
affects entire groups of people, these improvements cannot have the desired impact if all
households in a community are not able to benefit.
Wright (2007:426) states that “trachoma and poverty are intimately entwined,
and addressing markers of poverty to improve overall living standards is the definitive
intervention for active trachoma.” Although this very general recommendation of the
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improvement of living conditions is perhaps unachievable in the short-term in a country
where most interventions are focused on one disease, it is this change that is required to
truly eliminate trachoma and other bacterial infections that exist only in situations of
extreme poverty. Findings of this research also indicate the need to address other illnesses
in order to achieve a focus on trachoma. When individuals living in high active trachoma
prevalence communities are consistently negotiating infectious diseases that can become
quickly life-threatening, conjunctivitis is far from a top priority. Rightfully, public health
interventions and community members focus greatly on negotiating diseases such as
malaria or dysentery that produce immediate severe effects.

Because ciwon ido is

considered a minor and natural occurrence, individuals are less pressed to propose
solutions to avoid infection.
However, the impacts of trichiasis in Niger are great. Wright (Wright, et al.
2007) refers to the “vicious cycle” between trachoma and poverty: the disease that
increases economic constraints that in turn increase the risk of infection and progression.
In many African countries, not only are the blind taken out from the workforce due to
their disability (and lack of environmental adaptations that allow for independence), but
so are their assistants who help them negotiate daily life (Wright, et al. 2007). These
assistants are usually children who are taken out of school in order to help a blind
relative. Spending the bulk of their time acting as a guide for the disabled relative, these
children are not able to build up the skills that would benefit them economically in the
future and allow for an escape from trachoma-causing conditions.
If biomedicine and biomedical models of disease are going to greatly
influence health behaviors in rural areas of the country, then visible proof is necessary to
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show that these models work. Until now, this has not been regularly available to those
relying on the public health services present in rural Niger. An improvement in the
quality of biomedical services and treatment would help reinforce knowledge that has
been disseminated by the trachoma elimination program, and encourage the application
of this knowledge to everyday experiences of illness.
The trachoma elimination program in Niger has spent a great deal of time and
resources on the mass distribution of azithromycin. While this has been effective in the
short term, a concentration needs to remain on the hygiene and sanitation factors related
to the prevention and transmission of disease, including face-washing, use of latrines, etc.
This will most likely require the involvement of agencies from multiple sectors in order
to address this problem which cannot simply be alleviated by medical intervention.
Sustainable changes in behavior and cultural models of disease which prioritize these
behaviors in maintaining good health need to occur in order to create sustainable change
that will keep the disease from coming back.
Health education messages disseminated by the trachoma elimination program
in Niger have done an excellent job of penetrating popular discourse about disease.
However, the cultural models created with the input of these messages are not drawn
upon for personal negotiations with the disease. During interviews, no respondents
identified avoiding the risk factors described in these cultural models to prevent disease,
nor did any respondents describe the engagement of this models to enact behavioral or
structural change. An important recommendation for the elimination program is to
address existing popular models of trachoma (ciwon ido) and include these
representations in education about the biomedical model of trachoma (amadari). It would
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be useful, for example, to explicitly state that ciwon ido is often caused by amadari, and
that ciwon ido in babies is often caused by contamination with the disease harbored by
older children or passed on objects such as kohli, towels, or sheets.
Research findings show that there is little perceived connection between
childhood infection with active trachoma and its blinding consequences in adulthood.
Health education messages could emphasize this connection in order to highlight the
important implications of prevention activities for the future. Showing this link between
the prevention of infection now, and the reduction of the potential for future visual
disability could encourage greater uptake of behaviors related to hygiene, sanitation and
treatment.
With the great amount of regular kohl use among research participants, there
seems to be an interesting potential for developing messages related specifically to kohl
use for health education. These messages could focus on the importance of cleaning kohl
applicators between use, or having separate bottles of kohl for household members. An
additional idea for exploration is the potential to incorporate antibiotic ointment into kohl
to encourage regular application, or at least to inhibit the growth of bacteria.
Because women are responsible for many of the key prevention activities such
as overseeing the allocation of household water, facial hygiene of children,
environmental sanitation, etc., their involvement in the elimination program is essential.
Behavior change messages need to be adapted to reach these women and initiate change,
which is challenging considering the material and time constraints experienced by
women living in rural Niger. While many radio and health educator messages about
trachoma seem aimed at a wide audience, it is the women and care-givers of young
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children who implement the promoted behaviors, and their implication is essential for the
success of the program.
In addition, these education models need to include different perceptions of
risk for trachoma which do not always position the disease as something only affecting
individuals who do not take care of themselves. The current representation of trachoma
by the elimination program as a disease that affects only dirty individuals not taking
proper care of themselves or their children has caused the target audience to distance
themselves from these messages and the risk of disease. Providing education messages
that show how clean, normal and respectable families sometimes experience trachoma
infection would be very useful to promote engagement with health education messages.
Future Research
The results of this study have several implications for future research. A
longer-term study which investigates changes in cultural models of illness over time
would allow for an exploration of how cognitive models evolve in response to health
education and illness experience. In addition, it would be interesting to study how these
cultural models are drawn upon in seeking care. A study conducted over a period of
several years which takes place both in the community and public health facilities could
reveal how these models affect the interaction between individuals and service providers.
A longer-term study would also allow exploration into disease prevalence
within households. Because the current study only includes one assessment that identifies
trachoma prevalence in study households, we do not know the pattern of disease
prevalence in households over time. Repeated epidemiological surveys over a period of
several years accompanied by qualitative data collection would offer information about
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how trachoma is transmitted within the community, which households experience
repeated active infection (infection which is cleared and then returns), and which
households are constantly affected by active trachoma (passed between family members,
or chronic cases in certain individuals).
In order to improve the generalizability of this research, it would be interesting
to expand these research themes to study additional communities. It would be especially
interesting to include other communities of varying disease prevalence or different types
of interaction with the elimination program in future research. Exploring cultural models
and behaviors related to trachoma in a community with very low active disease
prevalence, but with similar social and economic factors as higher prevalence
communities would also be an interesting project for future research. This would allow
for findings that highlight the relationship between thinking about trachoma and
experience with disease or disease intervention.
In addition, it would be interesting to explore representations and impacts of
mass drug distribution on azithromycin resistance. There is a great potential for
collaboration between social science research and public health study that could examine
bacterial resistance to azithromycin treatment, the physical effects of mass drug
distribution, and the perception and phenomenological experience of those who have
received treatment. A study specifically looking at the impacts of mass drug distribution
could also revel phenomena related to mass treatment that could be generalized to the
other many mass therapy programs which have been launched recently in the Sahel.
During this research project, a large body of photographic images was created.
In the future, I am interested in displaying and sharing these photographs in order to
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create a dialogue about health, illness, and disease elimination. It will be interesting to
explore different reactions to these photographic images according to the context where
they are displayed: with an international audience, in a program-planning setting, or in
the research community. It is hoped that these images will be used in combination with
study findings to highlight some of the struggles and resources related to eye-health in
rural Hausa communities in Niger such as Kawari.
Dissemination Plan
Findings from this research will be shared with academic, program
intervention, and community audiences. It is my hope that these findings will provide
insight to the complex factors at work in navigating good health for those living in
developing countries, and how these are impacted by health intervention programs. I
hope that the results of this project will contribute to the theoretical understanding of how
new health information and technologies impact shared models of illness. In addition, I
hope that these findings can be translated into programs that may help people living in
Kawari to struggle less with infectious diseases that do not threaten most other people
living other places in the world.
Results of this research will be shared with a broad academic audience through
professional conferences in public health, anthropology, and African studies. I will also
submit articles based on this research for peer reviewed journals in each of these three
disciplines. These findings will also be used to develop additional studies exploring in
depth the evolution of the trachoma elimination program and its target audience in Niger.
Applied anthropology is particularly well suited to providing recommendations
for holistic and multi-sectoral programs to address health problems. Preliminary results
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were shared through PowerPoint presentations to two international agencies working in
trachoma control in Niger. I will also share this dissertation with these agencies as well as
others who have been helpful in the design and implementation of this study
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Appendices
Appendix A: Trachoma Prevalence Examination Form
adapted from the Ministry of Health/ PNLCC
Block number (1-5)

House number (1-4)

Examined by (initials)

Recorded by (initials)

Name of household head
Number of people living in the household

Does the household have a latrine? (yes/no)

If there is a latrine: are there signs of use

What is the household’s primary source of

(evidence of a path leading to the entrance

water?

or other) , (yes/no)

Please list everyone who lives in the household (even those not at home at the time of
visit)
*For children 7-15 years of age, record whether or not they are enrolled in a school
(not including Qur’anic school)
**Normal, TF, TI, TS, TT, CO, Other
Name Sex
Secretion:
(yes/no) nasal
(yes/no) ocular

Age

Present **School
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Examination:
***Left eye
***Right eye
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Appendix B: Kawari Household Survey 1
Block number
House number
Latrine (y/n)
If yes, since when (years)
Animals in house (y/n)
If yes, some in pen (y/n)
If yes, some out of pen (y/n)
Who gets water?
When?
How much
Where is water stored?
For bathing?
For face washing?
For cooking?
For drinking?
Distance well (footsteps)
Distance pump (footsteps)

(pedometer)
(pedometer)

Names of adults living in the household and years of school attended:
Names of children living in the household, years of school attended, and name of mother:
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Appendix C: Household Survey 2
(audio recorded)
Household:
structured observation of faces:
0-9 Kids:
Name:
Time:

Flies (y/n):

Excretions (y/n):

Practices and health info:
• How many kids have you given birth to?
• Have any died? (Sex, ages and causes of death)
• How do you keep yourselves and your kids healthy? (who told you this/how did
you learn this?)
• What kind of preventative medicine do you take? (who told you this/how did you
learn this?)
• When was the last time that you used Maganin Hausawa?
o For what? Where did you get it from?
o Who taught you how to prepare it?/told you to use it?
• When was the last time that you used Maganin Malamai?
o For what?
o From where?/Who told you how to use it?
• When is the last time you used Maganin Mayu
o For what?
o From where/how did you learn about it?
• When was the last time that you bought medicine from one of the tables?
o For what?
o From where? (which table)
• When was the last time that you took medicine from the likita?
o For what?
o From where?/Who told you about this medicine?
• Who uses kohl in your house?
o When?
o How many different tubes do you have? From where?
o Who uses them?
o Why?
• What is done with animal waste?
o When do you throw away the waste?
o Are there any problems with having it in the house?
• Do kids wash their own faces or take their own baths? Which ones need help?
o Who bathes the little kids or washes their faces?
o How often? When?
• Which kids in the village usually have pink eye? Girls? Boys? Little kids? Big
kids? From rich houses? Poor houses?
• Why do kids have pink eye/ runny noses?
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•
•
•
•
•
•
•
•
•
•

Do people in Kawari want latrines?
Why don’t they have them? When the pump was working, did you use the pump
or well?
Do you bota?
What do you carry water back in? How many per day? (are you the only one that
brings in water?)
How much water do you give for the animals every day?
o How much does each need?
How much water is used each day for washing faces ?
For bathing?
For kids 7-15 that are not in school, why not?
When do you leave your kids with a babysitter? Who watches them?
When you leave the kids with them, do they bathe them or wash their faces?
When?
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Appendix D: Household Survey 3
Representations of disease/general health
• What kinds of sicknesses should be brought to the clinic? are “cutan likita” ?
• What kind of sicknesses do not need to be brought to the clinic?
o How can you tell the difference?
• What kind of problems can happen to the eye?
o (For each) What causes this problem?
o (For each) How to prevent it? Where did you learn this?
o (For each) What should be done/treatment? Where did you learn this/who
told you this?
o What can happen if nothing is done? Who told you this?
• What kind of things do you do to make sure that your eyes stay healthy?
• Has anyone in your house had ciwon ido? Who? When?
o What caused it?
o What were the symptoms?
o How was it treated?
• Do you know about trichiasis?
o What causes it?
o What is the treatment?
o What happens if its not treated?
• What things would you want a health project to do for Kawari?
• What would you want a project to do that wanted to stop eye disease in Kawari?_
• Why do people like to have animals?
• Who bought your animals for you?
• What will you do with them?
Representations and practices of the trachoma program
Do you remember the pills that were distributed here recently?
o What were they for?
o How did people feel about them?
o Did you take them? Who in your household took them?
o How did you feel? Did you notice any changes in your health?
 Did men notice anything different?
o Is this the first time these pills were distributed here? Is this your first time
taking them?
• Did anyone in your family get the eye ointment?
o How was it to use the ointment?
• Have there been any projects that have come here to build latrines?
o Are people interested?
o Do you know why projects want to build latrines?
• Have you heard radio messages or community volunteers talk about trachoma?
o What were the main messages?
• Do you know about surgery for trichiasis?
o Do you know anyone who has had this? How did it go?
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Appendix E: Men’s Interview
Name
Household number
1.
2.
3.
4.
5.
6.
7.

Did you take the medicine that was recently distributed?
What was this medicine for?
What did you feel after taking this medicine?
Have you or anyone in your house ever had conjunctivitis? Trachoma?
If yes, what caused it?
How was it treated?
How could eye disease in Kawari be reduced?

Medication use:
When was the last time that you used this medication?
Where did you get this medication?
Why did you use this medication?
Maganin Hausa:
• Maganin Zahi
• Maganin Miagu
• Maganin Baki
• Maganin Kariya Tambiya
• Maganin Sum
• Other (specify)
Maganin Malami
• Rubutu
o Walahoulou
• Other (specify)
Maganin Table
• Para
• Other (specify)
Maganin Likita
• (specify)
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Appendix F: Institutional Review Board Approval
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